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HONOS HABET ONUS. 
By L. A. Lirrte, 


President of the Queensland Branch of the: British 
Medical Association, Brisbane. 


It is with a deep sense of responsibility that I rise to 
address you tonight. Today, the members of the Queens- 
land Branch of the British Medical Association have con- 
ferred on me the signal henour of electing me President 
of the Branch—an honour of which I am deeply conscious 
and for which I wish to express my sincere thanks. I can 
assure you that it will be my earnest endeavour to discharge 
my duties with fidelity, and I trust that at this time next 
hag you will not regret the confidence you have placed 

me. 

Not the least responsibility 6f this office is that of 
choosing a subject for a presidential address, and it seemed 
not inappropriate to me that I should go to the first 
occasion on which I acted in an official capacity as President 
Elect. On October 14, 1956, in St. John’s Cathedral, I read 
from Ecclesiasticus the following words: 


1 Delivered at the annual meeting o e Queensland Branch 
of the British Medical 


Association on “September 14, 1957. 


Honour a physician with the honour due unto him 
for the uses which ye may have of him. ... 

Do not be alarmed. It is not my intention to trespass 
on the prerogatives of another faculty—that of Divinity— 
and preach a sermon. Had I wished to do so, I might have 
selected some other text, such as: 

And Asa... was diseased in his feet, until his disease 
was exceeding great; yet in his disease he sought not to 
the Lord, but to the physicians. ; 

And Asa slept with his fathers... . 

The giving and receiving of honour require a worthy 
recipient and a donor who is both capable of appreciation 
and willing to bestow his favours. It is on these two 
aspects that I wish to address a few words to you tonight. 


We as members of the medical profession owe a debt to 
the people of this country. They have provided us over 
the years with the facilities in our universities of becoming 
qualified medical practitioners. In the year 1956 the people 
of Queensland, through the instrumentality of their Govern- 
ment, provided the sum of no less than £110,000, at a 
conservative estimate, without any capital expenditure or 
Commonwealth contribution for scholarships, to enable the 
Faculty of Medicine to continue with its most important 
work, and I contend that we members of the profession 
ean best redeem this debt by service to the community. 


When the text from Ecclesiasticus was written, the 
status of the physician was a lowly one; many were slaves, 
but their task of healing and the invisible bonds created 
between them and their patients assured them of a special 
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place in society, which distinguished them from those who 
followed all other professions or callings. 


In all ages and classes of society there has always existed 


a bond between patient and practitioner. The former, in 
submitting to treatment, displays faith and an exhibition 
of confidence in the objectivity of the physician’s efforts 
on his behalf. The physician’s sole concern is the health 
and well-being of his patient. 


The perfect patient would appear to have been Smithson, 
founder of the Smithsonian Institute at Washington. He 
suffered from an obscure. illness which defied diagnosis 
by all the medical talent of the capital. At one consultation 
he said: “Gentlemen, I earnestly desire that you should 
perform an autopsy because I am dying to find out what 
my ailment is.” 


The honour which is paid to the physician is primarily 

a corporate one, arising from the fact that he is a member 

of a profession dedicated to the well-being of humanity. 

As Lord Bryce has pointed out, medicine is the only 

profession which labours incessantly to destroy the reason 

for its existence. The individual physician may be honoured 

“for his skill and unremitting care, as well as for those 
personal attributes which engender confidence, and so 

further the relationship between practitioner and patient 

which, is essential to ensure the latter’s full cooperation. 


The honour which is paid to the profession collectively 
and to the individual practitioner brings in its train heavy 
responsibilities, which in recent years have increased 
because of the complexities of modern life. 


The time when the physician was concerned with a small 
circle of patients in a restricted area and had few pro- 
fessional contacts is long past. At the turn of the present 
century the average medical practitioner owed obligations 
to his patients and their relatives alone. Today he has 
heavy professional,and legal responsibilities to third parties 
to an extent that could not have been foreseen even a few 
years ago. The concern of the State with matters of health, 
the provision of free medicines, the payment of benefits 
from funds established upon a contributory basis, have 
placed the physician in the position of an arbiter. 


As an index of the extent to which the profession has 
become integrated in such schemes, a few figures may not 
be out of place. The coverage in Australia in 1951 by 
insurance schemes was 23% of the population, but by 
1956 the percentage had risen to 59. This compares favour- 
ably with recent American figures, which show a 61% 
coverage. If we regard 85% as the upper limit of possible 
coverage, we are now 75% on the way. 


With regard to costs, a recent American publication 
makes the following statement: “The most comprehensive 
health insurance plans in the country hardly cover 50% 
of the costs of all services in a year.” Our figures show 
a slight increase from 27s. 6d. average cost of service in 
1954 to 29s. 1d. in 1956, with a fall in contribution from 
members from 37% .to 344%. 


It is essential that we as a profession concern ourselves 
with such trends, as it is by proving the adequacy of any 
gy ne that we shall maintain the confidence of 

e 


Treatment must take cognizance of the costs to third 
parties, and at the same time ensure that the patient 
obtains the greatest possible benefit. No more difficult task 
than weighing a: possible benefit to a patient against its 
costs to others could be imagined. 


It is here that the ethical scales on over-treatment and 
over-prescribing must be held with equal poise. No greater 
stigma should be possible than that a member should be 
expelled from our Association for unethical conduct, and we 
should be courageous enough to deal with any case brought 
to our notice. 


- Plato, in his “Republic”, described the ideal ethical 
approach: 


. _ No physician in so far as he is a physician considers 
_ his own good in what he prescribes but the of 
patient; for the true physician is also a ruler \ 


human body as-his subject and is not a mere money 


The honour paid to our profession and the. esteem 
with which it is regarded do not rest solely upon an appre- 
ciation of our collective and individual professional skill; 
if it were so then our profession would not be distinguish- 
able or regarded differently from others. Robert Louis 
Stevenson made a bold distinction: : 


There are men and classes of men that stand above 
the common herd: the soldier, the sailor and the shepherd 
not infrequently; the artist rarely; rarer still the clergy- 
man; the physician almost as a rule. He is the flower 
of our civilization. 

There are many reasons why the medical profession is 
looked upon with respect; firstly there is the tradition of 
devotion to the healing art; again a bond is established 
between physician and the patient, to whom we owe a debt 
for the confidence reposed in us. That fact was recognized 
by Hippocrates, who wrote in his “Precepts”: 


For some patients though conscious their condition is 
perilous recover their health simply through their con- 
tentment with the goodness of the physician. t 

To be worthy of honour, we, the members of our pro- 
fession, owe great responsibility one to the other, because 
it is only by our corporate effort and free exchange of ideas 
that progress may be made. Above all, we must be intel- 
lectually honest, particularly with ourselves, and whilst 
being prepared to maintain our opinions and to justify our 
acts, to refrain from any unnecessary overt or implied 
criticism of others. 


Today more than at any other time in history the 
physician is being called as an expert witness in courts of 
law, and it is upon medical evidence that issues of great 
moment to the parties involved are decided. The task of 
the expert witness is to state facts as known to him, and 
to give reasons for any inferences that he may have drawn 
from them. There must be no adumbration of the facts 
to fit preconceived theories, and the approach must be 
entirely an objective one. Nothing could be more calculated 
to bring the profession into disrepute than a display of 
partisanship on the part of professional witnesses called 
by the parties to a dispute. 


Much has been said recently about the question of 
public relations. I think it has been amply demonstrated 
recently that certain individuals and groups of individuals 
would like to wring our neck—dnd what a neck to wring! 
I have endeavoured to outline what I consider the best 
action we can take to prevent such a calamity—but I must 
reiterate that I consider the greatest bulwark to the preser- 
vation of the present status quo is the favourable opinion 
a ag individual medical man engenders in his 
patients. 


Ladies and gentlemen, my thesis is a simple one. We 
have an onerous, responsible and at times exasperating duty 
to perform. Let us ever maintain a dignity, a patent 
honesty and a steadfastness of purpose always to act in 
the best interests of our patients, so that Everyman, that 
hypothetical man in the street, may ever say with con- 
pings age “We honour the physician for the good we have 
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THE ROYAL FLYING DOCTOR SERVICE OF 
AUSTRALIA? 


By ‘ALLAN VICKERs, 


Medical Superintendent, Royal Flying Doctor Service of 
Australia (Queensland Section), Brisbane. — 


In 1912 an event occurred in Central Australia which 
could not have attracted much, if any, attention at the 
time, but which was destined to lead to revolutionary 
changes in the medical services in that area. This event 
was the arrival of the Reverend John Flynn, newly 
appointed by the Presbyterian Church as the first Super- 
intendent of its Australian Inland Mission. 
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Coming as he did from the more closely settled Victorian 
countryside, he was struck with the extreme degree of 
isolation in which outback people lived. Often they were 
50 miles or more from their nearest neighbours and from 
100 to 400 miles from their nearest doctor, with no means 
of communication except a message carried by a horse- 
man, and.roads that were merely bush tracks, with never 
a bridge over the watercourses, many of which were 
treacherous sand-bogs when dry and impassable water 
barriers in the “wet”. 


Flynn learned at first hand (and heard much more) 
of the tragedy of struggling over these long rough roads 
with sick people in an effort to reach the doctor, only to 
have the patient succumb to pain and shock and be buried 
where he died, or to reach hospital still alive but beyond 
mortal aid. Perhaps the greatest tragedies were those 
involving children, whose illnesses, in many cases readily 
amenable to treatment if only it could have been obtained, 


_ all too often ended in a pathetic burial near the home- 


stead by the stricken parents. 


Within a few years Flynn had decided that the only 
answer was air transport for both doctor and patient; 
as he expressed it, “the alternatives are an aeroplane or 
a@ grave’. But he realized that such an aeroplane would 
be of little use unless some means could be found whereby 
isolated patients could make contact with the doctor 


- promptly in time of need —horse-borne messages were 


much too slow. Telephone lines were impracticable for 
Many. reasons. Flynn’s answer was radio—radio that 
would be cheap and reliable, and so simple to operate that 
it could be used by untrained bush people. 


Many years were to pass before this dream of combining 
aviation, radio and medicine in the service of Australia’s 
outback could be translated into reality. Suitable aero- 
planes began to appear soon after the 1914-1918 war, but 
provision of the essential radio link presented problems 
which seemed well-nigh insuperable until the genius of 
Alfred Traeger provided the answer in 1927. 


Meantime Flynn had wisely decided that the medical 
side of the service must be developed in accordance with 


_ the highest traditions of the medical- prefession. His 


constant adviser was Dr. George Simpson, of Melbourne, 
but he also sought the cooperation of other doctors 
eminent in our profession and in the councils of the 
British Medical Association. Amongst them were men of 
the calibre of Sir David Hardie, Sir John Newman-Morris, 
Sir Henry Simpson Newland, Dr. E. W. Fairfax, Dr. J. W. 
Dunbar Hooper, and many others equally eminent, who 
happily are still with us, and still playing a vital part 
in the management and development of the service. 


Eventually the first Flying Doctor Base was established 
at Cloncurry in May, 1928. In spite of financial depression 
and drought, it survived to prove that Flynn’s conception 
was no idle dream, but a sound, practical means of 
bringing medical attention to isolated people. However, 
the whole vast area of sparsely settled Australia could 
not be reached from Cloncurry. Several other bases were 
obviously necessary, and in order to develop them quickly 
an organization of national character was set up to apply 
the techniques developed so ably and at such great cost 
by the Australian Inland Mission. 


This .organization, the Royal Flying Doctor Service of 
Australia, has flourished in the intervening years. It now 
comprises 12 bases from which its air-borne doctors serve 
the inhabitants of two-thirds of the continent. Last year 
they fiew over 385,000 miles and saw many thousands of 
patients, of whom. 907 were flown in to hospital. The 
annual cost of operation is approximately £180,000, which 
is raised through voluntary donations by the people whom 
it serves and by their friends in the cities, supported by 
Federal and State grants and subsidies. The Royal Flying 
Doctor Service is a completely autonomous organization, 
registered as a company not for profit in each State. On 
its controlling councils it is ably served in an entirely 
honorary capacity by some of the most eminent business 
and professional men and women in the community, 


including, on several State Councils, an official representa- 
tive of the corresponding Branch of the British Medical 


Association. 
Now let us consider the nature of the work that is 
done by the flying doctors. i 


Urgent flights should not need elaboration to establish 
their value. Bush people suffer from fractures, acute 
appendicitis and ruptured ectopic pregnancy, just 4s city 
folk do. Our combination of wireless communication and 
fast, comfortable transport by air saves lives and limbs. 
Sometimes urgent flights are made in circumstances which 
lead to their being reported in the Press. These flights 
usually have something of a dramatic quality or they 
would not be “news”. The result is, in the public mind, 
an erroneous impression that our service is engaged solely 
in emergency work—and fairly spectacular emergency work 
at that. The fact is that the great majority even of 
urgent flights are quite uneventful, except for the patient, 
who, instead of remaining medically unattended for days 
and enduring hundreds of miles of road travel, is examined 
by the air-borne doctor within a few hours and then, on 
his way to hospital, sleeps comfortably on the aircraft 
stretcher high above the heat and the dust, while the 
rough road slips by unnoticed at 100 miles an hour. In 
surgical cases, preliminary preparation, resuscitation, etc., 
can be carried out in flight, and the operating theatre 
staff alerted by radio. The once isolated patient can thus 
be. brought to operation in good condition almost as 
quickly as a resident of a large town. 


But emergency flights are only part of the story. The 
Royal Flying Doctor Service aims at providing a full range 
of medical services over the whole of its vast area of 
operations. 


Routine monthly visits are made to isolated communities. 
Some of. these have small hospitals for which resident 
medical officers cannot be obtained. We are supervising 
many such hospitals at distances of up to 400 miles. 
Having a ready means of communication with the matron, 
one can admit, treat and discharge many patients, making 
a final check on them at the next routine visit. Others 
of these communities have no local medical service of any 
kind. All the ordinary activities of general practice are 
undertaken, including antenatal supervision, immunization, 
etc. Sufferers from chronic illnesses, such as diabetes 
and pernicious anemia, can be regularly checked and their 
treatment modified, so that they are enabled to go on 
living and working in remote localities, whereas other- 
wise they would have to move in to more closely settled 
areas, involving hardship to the patient and accentuating 
the drift from the bush. People commonly come in as 
much as 50 miles, and often further, to these clinics. 
Their nearest resident doctor may be anything up to 300 
miles away. When people are faced with a round trip of 
400 to 600 miles to see the doctor, it is little wonder that 
antenatal supervision and immunization go by the board, 
and the chances of serious illness, such as neoplasm, 
coming to early diagnosis are gravely reduced. 


We have recently cooperated in the various State 
poliomyelitis campaigns. The figures for the whole of our 
service are not available yet, but in Queensland alone we 
have completed the primary course of injections of Salk 
vaccine in over 2000 children who, by reason of their 
isolation, could not have been included in the campaign 
in any other way. 

Advice by radio is given in hundreds of cases in which 
the iliness is not serious enough to warrant a flight. 
Mothers can be advised regarding their problems in infant 
feeding and the treatment of minor ailments. According 
to their ability, relatives can be assisted to care for 
patients with fairly acute illnesses in their own homes. To 
facilitate this home treatment, the Flying Doctor Service 
manufactures a standard medicine chest; hundreds of 
these chests are kept at station homesteads, police stations, 
mission stations, lighthouses, etc. Please do not sniff 
superiorly at the idea of diagnosis and treatment by radio. 
This is a field in which one can improve tremendously by 
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Practice. ‘It is fascinating to find how accurate the diag- 
nosis can become by the use of the doctor’s trained mind 
and the bush-dweller’s eyes and fingers, coordinated by 
several hundred miles of radio communication. It is good 
training in systematic, orderly diagnostic thinking. a 


Cooperation with our professional colleagues ‘in the 
small towns in our area has always been full and friendly. 
The iselated practitioner in a one-man town knows that he 
can call on the flying doctor for assistance in time of need 
without any personal obligation whatever. Within a few 
hours his air-borne colleague is with him to examine the © 
patient in consultation, and thereafter to do what seems 
best to them both—assist at operation on the spot or 
transfer the patient by air to a base hospital. 


A few months ago a young doctor in a one-man inland 
town was confronted with rupture of the tterus complicating 
a difficult labour. He immediately called his nearest flying 
doctor colleague, requesting blood for transfusion and assis- 
poe a at operation. Transfusion was begun, with blood which 

had been flown 321 miles, within four hours of his making» 
the call. Subtotal hysterectomy was performed as soon as 
the patient's condition permitted, and she recovered without 
further incident. 

More recently still, in another of our base areas, the wife 
of a doctor in an isolated town called our medical officer, 
saying that her husband had been ill for several days, 
confined to bed and showing no improvement. Within a 
few hours. the flying doctor had attended his colleague, and 
then did a round at his colleague’s hospital, performing 
several minor operative procedures and reapplying a plaster 
of Paris leg splint which had been causing the matron 
some concern. 

Another isolated doctor owes his young wife’s life to 
prompt and efficient air transport and medical attention 
' when she was stricken by an obstetrical emergency. 


These are not isolated instances—they occur almost 


weekly. Many of our bush colleagues state with feeling 
that, whilst doubtless the Royal Flying Doctor Service is 
a boon to isolated patients, it is also very definitely a boon 
to outback doctors. 


To those not in close contact with the service, certain 
~ questions will inevitably occur. 


1. Is the job worth doing? Australia’s security demands 
that we settle our inland areas adequately, which means 
by men with their families and more of them. The 
people who live there now should be brought within 
reach of medical assistance, both remedial and preventive, 
not only because they richly deserve it, but also to 
encourage others to settle there. The nation-building value 
of the Flying Doctor Service has been recognized by 
hundreds of intelligent and practical people, when once 
they have had an opportunity of seeing its work at first 
hand. There should: no longer be any doubt as to its 
value; but if you really want to know, ask some of our 
outback patients. 


2. Is a doctor necessary for the job? No one but a 
doctor can do the work involved in the supervision of 
outback hospitals, routine visits and advice by wireless. 
On urgent flights the presence of the doctor enables the 
patient’s treatment (relief of pain, resuscitation, etc.) to 
‘begin as soon as he is placed in the aircraft, rather than 
several hours later, when he reaches hospital. But, over 
and above this, the doctor, flying with the aircraft, 
represents a major factor in the safety of our operations. 
Once he has had a little experience of diagnosis by 
wireless he can assess the degree of urgency of the case 
and can, in cooperation with the pilot, weigh the necessity 
for the flight against the risk involved when bad weather, 
failing light or inadequate or wet aerodromes have to be 
dealt with. Moreover, having reached the patient, he can 
institute treatment on the spot and in many cases defer 
his return to hospital until fiying conditions improve, 
the absence of a doctor, how can a lay crew distinguish 
between, say, remal colic and acute appendicitis? They 


can easily be led by the patient’s obvious acute distress 
into an attempt to return to base in bad weather or in 
necessary is an injection: of 


darkness, when all that is 


In © 


morphine overnight and a iainnietels. safe flight home on 
the following day. What will the lay crew do with the 
woman in labour, whose need of a little assistance with 
midwifery forceps is already long overdue?. For those 
with knowledge of all that is involved there is no doubt 


’ at all that only a doctor can do the job as it can be done. 


3. Is the flying doctor wasting his time professionally? 
He is in reality engaged in general practice, except that 
he uses radio and an aeroplane where the conventional 
practitioner uses the telephone and a motor-car. 


But we recognize that our doctors are isolated from the 
stimulus of regular contact with a teaching hospital, and 
therefore we allow, in addition to recreation leave, a 
period of four weeks on full pay each year, during which 
a refresher course is taken at an approved hospital. At 
the end of three years’ satisfactory service, six months’ 
salary in a iump sum is granted to encourage them to seek 
post-graduate qualifications, for which I think you will 
agree that’ three years spent in such widely responsible 
general practice is excellent preparation. 


Apart from this, the doctor will have the satisfaction 
of doing a job which is of unique value to his country; 
he will have as patients some of the finest and most 
grateful people in Australia; and he will be working for 
a friendly, cooperative organization which uses a minimum 
of red tape. 


These are a few of the purely medical aspects and 
activities of the Royal Flying Doctor Service. There are 
many other non-medical ways in which this organization, 
established primarily for medical purposes, can and does 
help to. make outback Australia a better place to live in. 
The radio network of over 1200 outpost transceivers 
working into our 12 base radio stations provides a means 
of rapid, efficient communication which is of great value 
to Australia both in peace and in war. Over this network 
last year we handled, in association with the Postmaster- 
General’s Department, a total of 225,000 telegrams for 
previously isolated people. Communication direct between 
each outpost and its. neighbours has broken down the 
erstwhile chilling loneliness of the bush and has brought 
the cheerful voices of.their neighbours into the remotest 
homes in the nation. Aerodromes put down for the 
flying doctor have provided an essential basis for the 
establishment of several feeder air services by. commercial 
airliiie’ operators. These various activities have brought 
a new feeling of security to outback settlement. Men 
with their wives and children are now living happily and 
securely where previously they lived precariously, or where 
women and children have never lived before. 


The Royal Flying Doctor Service of. Australia has 
_ become favourably known not only to bush dwellers, but 
to our own national leaders and to people in-many other 
countries. Her Majesty the Queen mentioned it especially 
on her return to London as one of the outstanding impres- 
sions of her Commonwealth tour, and shortly afterwards 
granted it the honour of adding the prefix “Royal” to its 
name. Our Prime Minister, the Right Honourable R. G. 
Menzies, has described it as “the greatest single con- 
tribution to the effective settlement of the far distant back 
country that we have witnessed in our time”. Within the 
last few weeks the Commonwealth Government has paid 
the service a unique compliment by issuing a postage 
stamp in the regular series in its honour—surely an 
indication of its importance in the Australian scene. Two 
Asian doctors, who last year flew with one of our medical 
officers on his “rounds”, have said publicly, both here and 
in Asia, that they had seen the Australian aborigines 
being better cared for medically by ‘the Royal Flying 
Doctor Service than any other people of whom they knew 
in South-East Asia. 


Outside Australia the service is regarded by many as a 
worthy example of Australian initiative and enterprise. 
In medical circles abroad it is indeed regarded as an 
Australian contribution of some value to twentieth century 
medicine —a viewpoint with which we hope that our 
Australian colleagues may find it in their hearts to agree. 
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MODIFIED LEUCOTOMY: REPORT OF 100 CASES.* 


By Kerrn C. Brapiey, E. CUNNINGHAM DAx, AND 
Kevin W. WALSH, 
Melbourne. 


- OVER the past 25 years knowledge has accumulated from 
neuro-anatomy, neuro-physiology and clinical psychiatry 
that the lateral portions of the frontal cortex are chiefly 
concerned with intellectual functions, whereas the meso- 
pallium and archipallium subserve the functions of the 
emotions. As long ago as 1943, Dax and Radley Smith 
(1945) had pointed out the advantages of dividing the 


_fronto-thalamic fibres in that region above the orbito- 


medial cortex and first used the techniques of selective 
leucotomy. Despite the increasing evidence of the 
importance of these areas, reports continue to be received 
of series of operations along the lines of the classical 
lobotomy of Freeman and Watts (1950); this followed 
upon the original operation of Moniz and Lima, and 
resulted in intellectual deterioration and undesirable 


. personality changes. Moreover, post-operative incontinence 


of urine and feces made nursing difficult after the earlier 
radical operation. One of the unfortunate side-effects of 
such procedures has been the inability of the patients to 
readjust their behaviour on the basis of past experience, 
as shown by planning tests, the most widely used of which 
has been the Porteus maze test (Porteus, 1950, 1955). The 
operation described here is similar to that carried out 
originally by Dax and Radley Smith (1945), and consists 
in essence of the division of fibres in the ventro-medial 
area of. both frontal lobes with a modified McGregor 
leucotome, the sections being made in the coronal plane 
just anterior to the tips of the anterior horns of the 
lateral ventricles. 


Since this procedure gives all the advantages in the 
way of symptomatic relief and has none of the dis- 
advantages of the larger sections, there seems no reason 
to persist with the latter. It is interesting that those modi- 
fied techniques which closely approximate to the present 
one claim similar advantages. Examples of such tech- 
niques are the Grantham technique of electrocoagulation, 
applied to this ventro-medial region by McIntyre and 
others (1954), and perhaps orbital undercutting in its 
various forms (Scoville, 1948; Scoville et alii, 1951). One 
of the principal advantages of the technique of Dax and 


_ Radley Smith is that it is possible to reach this particular 


area of white matter through a burr-hole little more than 
one centimetre in diameter, without ng the over- 
lying cortex or the intervening white matter, and the 
localization of the section, as is shown in the latter part 
of this paper, is still extremely accurate. The fact that 
the modified operation leads to no undesirable personality 
changes is a powerful factor in convincing neurotic 
patients of the necessity for operation. The fact that 
there is a great deal to be gained and very little risk 
of any loss inspires confidence in patients and their 
relatives when faced with this all-important decision. 


Selection of Patients. 


In the selection of patients great emphasis is placed not 
only upon the nature of their symptoms, but especially 
upon their pre-morbid personality and their social and 
work record. It has seriously to be considered whether 
it is wise to subject a patient to even this modified form 
of leucotomy if even one of these factors is definitely 
unsatisfactory. Evidence of an integrated personality is 
an essential feature in the selection of patients for pre- 
frontai leucotomy. This is the reason why older patients 
with some rigidity of thought processes often do well. 


- Previously, psychological tension has often been considered 
, the prime indication for operation; but this has not been 


our experience, except in so far as psychological tension 
itself may be considered as a measure of the preservation 


1These 100 patients were all operated u by the same 
téam at the neurosurgical unit of the Mental Hygiene Depart- 
ment, Mont Park, 


of the integrity of the personality behind the psychotic 
or neurotic behaviour. A similar point has been made by 
Mayer-Gross (1955). - 


Psychotic Depression. 


The patients who do best with this modified operation 
are undoubtedly those with psychotic depression. The 
majority of these patients have had a large number of 
recurring attacks of depression over many years, initially 
satisfactorily relieved by electroplexy; but often the 
attacks have been occurring more frequently and lasting 
longer. The patients selected have been those who 
usually have been able to cope with their duties during 
their remissions, either spontaneous or therapeutically 
induced. It is thought that leucotomy offers these patients 
such a g20d opportunity to return to full-time occupation 
that the decision to operate can be made rather earlier 
than is usually the case, especially when there is an 
established pattern of illness. In this way many useful 
years may be given to the patient who would previously 
have lost them by his recurring illness. This is especially 
so in the group of patients with senile depression, many 
of whom show paranoid or “paraphrenic” symptoms. Here 
the patients have but a few years of life left to enjoy, 
and the good prognosis and the small risk of operation 
will be balanced against the added months or even years 
of misery they may have to endure. In some of these 
elderly patients there appears a certain amount of organic 
deterioration; but when this is moderate, operation may 
still be carried out with success, although it is not thought 
wise to operate if deterioration is severe. 


Neurotic Depression. 


The second largest series of patients comprises those 
with neurotic depression. Many of these patients were 
persons with anxiety states and severe secondary 
depression. It was in this group that the greatest care 
was taken to ensure that the personality organization of 
the patient remained largely intact. A full and careful 
social history was taken, but complete reliance was not 
‘placed on the patient’s history of his own social and work 
record, as this often proved a reflection of his current 
psychopathology, rather than of reality. Only those 
patients with stable work records and with some evidence 
of good social relations were accepted. Another major 
determinant was the duration of disability. A distinction 
is drawn here between the duration of disability and the 
duration of illness. Experience has shown (Freeman, 
1953) that the duration of disability is the more important 
factor, and this was followed in the selection of these 
patients. However, this duration of disability was con- 
sidered finally against the nature of the treatment the 
patient had encountered. 


A small group of 10 patients had obsessive-compulsive 
neuroses or obsessive-ruminative tension states. Although 
there is a general consensus of opinion that these con- 
ditions form a good indication for leucotomy, it is thought 
that the tendency to relapse is rather high and that the 
need for prolonged post-operative psychotherapy is greater 
in this group than in any other considered in this paper. 


Schizophrenia. 


The management of our group of schizophrenics involved 
selection of two kinds. (i) The first group comprised 
cases of schizophrenia of a paranoid type, with no gross 
clinical evidence of deterioration, in which it was thought 
wiser to operate than to wait. The alternative seems to 
be that the conditions will deteriorate or. become fixed, 
so that the chances of a successful operation will be 
greatly lessened. (ii) Although in general it is not 
considered that this operation is suitable for chronic 
schizophrenics, a certain number of these have come to 
operation. These have been young people whose response 
to other forms of treatment has been transitory or non- 
existent. It is thought that when some possibility of 
success remains the very small risk may be taken in 
these otherwise hopeless cases. Pseudo-neurotic schizo- 
phrenics and those with a marked affective component, 
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though reacting mae to insulin, often do well, — 
leucotomy. 
Intelligence. 
The intelligence leyel of the patient bears no relation to 
success with leucotomy; and good results have been 
recorded from patients whose intelligence quotient on the 


Bellevue-Wéchsler scale ranged from a little below 90 to 
the superior adult levels. 


Contraindications. 

In agreement with others (Hutton, 1947; Freeman and 
Watts, 1950; Bordeleau, 1953), patients with psychopathic 
personality, with latent aggression, irresponsibility, a 
history of antisocial behaviour or alcoholism are excluded 
in the selection. However, no hard and fast rule is made 
on any of these points. For example, a person with 
severe recurrent depression and marked suicidal ten- 
dencies should be assessed mainly in the light of these 
factors, rather than on any arbitrary single contra- 


indication. 
Physical Conditions. 
There does not seem to be any physical condition which 
contraindicates operation, provided that the psychiatric 


indications are present. Greenblatt and Solomon (1953) 
considered that the “nil” mortality in their series of 116 


cases was in some measure attributable to the exclusion 


of hypertensive, arteriosclerotic and nephrosclerotic 
patients. However, although a number.of our patients 
pg a in this category, there have still been 
no deaths. 


‘The Operation. 

The patient is admitted to hospital one week prior to 
operation, and at the initial interview the nature of the 
operation and its likely effects on his illness are explained 
to him. A full routine physical examination is. made, 
including X-ray examination of the chest and such patho- 
logical estimations as are necessary. The skull is 
examined radiologically and, whenever necessary, angio- 
graphy and pneumoencephalography have followed. If 
necessary, the relevant psychiatric history is brought up 
to date, and appropriate notes are made of the immediate 
pre-operative mental state. At this time an outline of the 
future programme of occupational therapy is made, and 
during this pre-operative week the therapists have an 
opportunity to assess the patient’s potentiality and discuss 
with the doctor any difficulties which may be likely to 


On the day of the operation the patient is given 100 
milligrammes of pethidine and ’/,,, grain of hyoscine one 
hour before being taken to the operating theatre. Most 
of the operations have been carried. out under general 
anesthesia, although no difficulty has been encountered 
when local anesthesia has had to be employed. Induction 
with “Pentothal” followed by the intratracheal administra- 


tion of nitrous oxide and oxygen has been employed 


throughout the series. 

The scalp is shaved on the morning of operation, just 
sufficiently to provide an aseptic area through which to 
operate, the centre of the incision being located three 
centimetres-behind the external angle of the orbit, and 
four centimetres above the zygoma. In the theatre the 
skin is prepared with ether, alcohol and ‘“Metaphen”, and 
the site of incision is marked with a needle. The incision 
_€which is about two centimetres long) is curved back 
into the hairline so as not to leave an unsightly scar 
(Figure I). Branches of the superficial temporal artery 
are controlled by diathermy, the temporalis muscle is 
retracted, and a burr-hole is made in the bone. The 
anterior branch of the middle meningeal artery is some- 
times encountered in this position, but is readily controlled 
by coagulation and bone wax. The dura mater is- opened 
and a graduated brain needle introduced along the pro- 
posed plane of section. If the anterior horn of the lateral 
ventricle is encountered, the needle is withdrawn and 
reintroduced in a more anterior plane, so as to miss the tip 
of the horn. The lateral ventricle is more likely to be 


encountered at this site in the elderly: The procedure 
is then repeated on the other side, after which transverse 
measurement from cortex to cortex is made with a pair 
of calipers (Figure Il). This measurement is important, 
as the aim of the operation is to place the cut in the 
ventro-medial corner of the lobes, and the setting of the 
McGregor leucotome shown in Figure Il depends upon 
this measurement. It has been usual to halve the measure- 
ment and allow half a centimetre for the mid-line 
structures, so that for a common reading of 10 centimetres 
the tip of the blade is set at 45 centimetres from the 
cortex on each side (Figure Il). The leucotome is entered 
and the blade rotated through a complete reyolution by 


Ficure I. 
Skin incision curved around point of entry. 


three complete turns of the screw, which is then turned 
back to its original position, the blade thus being returned 
to the instrument in case a vessel has been caught. As 


Ficure It. 
Showing nature and position of section (diagrammatic). 


a guide to the plane of section, an assistant holds vertical 
and horizontal markers; the surgeon aligns the instrument . 
on the vertical markers, while a second assistant, viewing 
as in Figure III, corrects the horizontal alignment. While . 
the blade is rotating, 1-5 to 2-0 cubic centimetres of radio- 
opaque oil (“Pantopaque”) are injected through the hollow 
of the instrument. This allows delineation of the plane 
of ‘section, and an immediate post-operative radiographic 
record is made in three planes (Figures IV, V, VI) 
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open methods of leucotomy? A careful examination of the 


post-operative radiographs of all our patients showed that 
small differences between the planes of section might occur 


Post-Operative Period. 
For the first 24 hours after operation a half-hourly 


record of the fluid balance, and the patient is nursed flat 
in bed. He is allowed to be propped up on the second F 
day, and sits up fully on the third day. By the fifth Bre : > 
day the average person has become ambulant, and on the arr” 
seventh day begins his occupational programme at the a 
occupational therapy centre. However, even before this 
time the programme of occupational) therapy begins in 
the ward itself, as soon as the patient is able to take 


Figure V. 
Post-operative lateral film (compare Figure VII). 


: Ficurg IIl. me 0-16 inch, and it does not seem possible to draw any 
Horizontal and vertical guides held by assistant to significant relation within such a small range between the 
illustrate mode of entry of leucotome. plane section and the results of the operation. The base-line 


an interest in ‘this work of rehabilitation; this is usually 
on the second day after operation... No routine post- 
operative sedation is given, and indeed none has been 
found necessary. 


eet 


Ficure IV. 
Immediate tive film sh 
ive film owing, rantopaque in 
Figure VI. 
From time to time criticisms of blind or semi-blind Submento-vertical radiograph with “Pantopaque” in 
sections. 


methods of performing leucotomy have appeared in the 

journals. There seem to be only two considerations , 

which should determine the selection of an operation of for measurement was taken from the tangent to the 
this type: (i) Does the operation lead to an accurate -maximum curvature of the sphenoidal ridge in the sub- 
placement of the section as planned? (ii) Does the opera- mento-vertical radiographs. There was some indication that 
tion offer as small a risk of cerebral hemorrhage as do _ failure of the operation might result from the section being 
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planed too’ hight above: the:arbétal plate, though there were 
too few such cases for statistical analysis. 


In the hands of a skilled neurosurgeon this technique 
does not lead to any greater danger of cerebral hemorrhage 
than the use of open methods. In this series of 100 cases 
not one cerebral hemorrhage was encountered. Particular 
care was taken to check the blood pressure of hyper- 
— arteriosclerotic patients, and the only finding was 

a lessening of the hypertension in some cases, no doubt 
a result of a general easing in the patient’s level of 
tension or anxiety. 


In the three years covered by this series not one post- 
operative epileptic fit has been recorded, and not one case 


Lateral view of section in relation to ventricle. 


of urinary or fecal incontinence, even directly after the 
operation. Furthermore, there is no change in moral 
values after this operation, such as have sometimes been 
reported with other methods. It seems likely that even 
some of the symptoms described: as resulting from the 
operation itself may, in some cases, be preexisting peculi- 
arities of behaviour or concealed neurotic or psychotic 
disturbances (Constantinides and Stroussopoulos, 1954). 
This was brought home forcibly in several cases in which 
a review of the patient's case history notes revealed that 
post-operative conditions, which could have been explained 
readily as a result of leucotomy, had been described in the 
past. Confirmation was found on bgp the patient’s 
relatives and in an a ae f objective personality 


The tendency to place each patient in a diagnostic 
category may force to overlook 
factors in his ilin 


One unexpected posite ‘of the operation was found 
on several occasions. These patients flatly denied 
that any operation on their heads had taken place. This 
denial had been noted in the early post-operative period 
as part of the disorientation and confusion which were 
direct results of the larger operation; but they were also 
recorded by Legault (1954) as appearing at a later stage, 
“when the patient is fully recovered and in all other 
respects demonstrates no other confusion or disorientation, 
many people in contact with the oe having difficulty 
in detecting evidences of previous psychopathology”. The 


studies, when such. reco 


_phenomenon has been reported by Stengel (1952). 


The modified nature of this ap gree. coupled with the 
definite presence of this denial in some of our patients, 
lends support to the idea that such reactions are directly 
related to psychological reactions to the operation, and 
should not be interpreted co gp Ae as a result of anatomical 
damage. The reevaluation of the 


of factors is long overdue. That this denial has not been 


{people have not been asking about it. 


The patient’s attitude to the operation and its effect 
upon the integrity of his personality must be taken into 
account in his post-operative management, especially in 
those cases in which the operation is planned as merely 
the first step-in a therapeutic programme. Such cases 

es. 

The value of studying the psychological effect of 
leucotomy is well illustrated by the work of Robinson 
and Freeman (1954). They hold that leucotomy reduces 
self-continaity while leaving other personality factors 


unaltered. 

Another of the advantages possessed by this operation is 
that, in unsuccessful cases, it is still possible to carry ~ 
out a more radical procedure, although none of the patients 
in the series of this paper have been subjected to a second 
operation. A few reports from referring psychiatrists 
seem to indicate also that in cases of relapse after this 
modified section the former means of treatment, such as 
electroconvulsive therapy, appear to be potentiated in some 
instances. Certainly it does not contraindicate other forms 
of treatment, should they: become necessary after operation. 


Mortality. 
‘The mortality im this series was nil. 


Six of our patients have died subsequently; the causes 
are shown in Table le I. 


TABLE I. 
Causes of Death. 
Time of 
Case Patient’s | Death After 
Number. Age. a _ Cause. 
(Years.) ) 
I 79 23 Cardio-vascular degeneration. 
pie 78 18 Cardio-vascular degeneration and 
46 6 Mitral and cardiac 
IV a 8 Coronary occlusion. 
Vv 61 6 Arteritis obliterans. 
VI 59 Uncertain. | Coronary occlusion. 


Psychological Assessment. 

No systematic intelligence testing has been carried out; 
but a group of patients were tested with the Porteus maze 
test and the full-scale Bellevue-Wechsler test, and they 
showed no post-operative losses on either of these tests. _ 
This might be expected, on the growing evidence that the 
fibres concerned with intellectual function are those con- 
necting the convexity of the frontal lobes with other parts | 
of the brain. Recently the Minnesota Multiphasic Per- 
sonality Inventory has been given to patients before and 
after operation, and a report of this.work will appear as. 
a separate paper. It is hoped that this inventory may add 
detailed information to the clinical assessment, so that 
some measures may be worked out to give more precise 


Indications and contraindications for use with this 


operation. The main claim of this inventory, that it 
provides a measure of changing psychopathology, has so 
far been well substantiated by this investigation.. 


Rehabilitation. 

There are two schools of thought on post-operative 
rehabilitation for leucotomy patients. One favours early 
discharge from hospital for the patient, so that he may 
readapt himself to his family and social surroundings. 
The second stresses the immature behaviour and lack of 
initiative which occur after the leucotomy, and oD ange 
to ‘keep the patient in hospital for some time, with an 
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‘intensive programme which could not be provided in the 


family set-up. Since this modified operation does not lead 
to any lack of initiative or to the infantile repetitive type 
of behaviour found after the large sections, a course is 
steered midway between these two extremes. It is obvious 
that the situation will differ according to some of the 
following points. 

1. The duration of the patient’s disability. It will be 
more difficult to readjust the patient who has been disabled 
and away from his occupation and social contacts for a 
great length of time. These difficulties are anticipated and 
their management is planned in the pre-operative period. 


2. The family situation. Rehabilitation will vary a 
good deal according to the nature of the home situation, 
the position of the patient within the family unit, and 
the insight of the relatives into the patient’s illness, as 
well as their appreciation of the present status of the 
patient after he has had his leucotomy. It is important 
that the members of the family should receive instruction 
as to the management of the patient, and should be 
encouraged to seek advice from the psychiatrist about 
their attitude to the patient after his operation. The 
concrete possibility of environmental adjustment must be 
regents early in the programme of rehabilitation. It 

to the patient’s progress for him to reach a 
oti at which he is quite capable of leaving the hospital, 
but the situation has not been fully explained to or 
accepted by his relatives, associates and employers. 

8. The age of the patient. In the case of middle-aged 
and elderly patients, whose way of life has become fixed, 
it is found that very little in the way of rehabilitation is 
necessary after the distressing symptoms have been 
relieved by operation. 

The rehabilitation programme in general will also 
depend upon the nature of the hospital environment in 
which the post-leucotomy patients will have to dwell. We 
find that, with adequate occupational therapy, medical and 
nursing staff for these patients, very few problems arise. 
It seems a question of balancing the too early discharge 


‘ of a patient against the danger of his remaining in and 


becoming dependent upon the hospital. In this unit, 
occupational therapy and psychiatric guidance are prin- 
cipally of a non-directive nature; that is, there are no 
discussions of depth psychology or the meaning and inter- 
pretation of any residual symptoms which the patient may 
have. It has been found in general that when patients 
do not obtain immediate relief from their symptoms, at 
least commencing in the first few weeks after operation, 
such symptoms as do remain tend to worry the patient 


less and less, until finally they disappear. However, this 
final disappearance, in some cases, may take up to 12 
months or so; but the symptoms at this stage are not of 
an incapacitating nature. 


Follow-up Investigation. 


An attempt has been made to follow up every patient 
operated on at the Mont Park Neurosurgical Unit. Patients 
are examined four to six weeks after their discharge by 
the medical officer in charge of the unit, who had been 
constantly associated with them during their period in 
hospital. They are then examined six months later and, 
after this, yearly. It has been possible in this way to 
follow the 100 patients presented here, with only one or 
two exceptions. During this time it may be noticed that 
certain patients have difficulties, which can be adjusted 
and for which assistance can be given at these periods. 
The follow-up investigation provides an opportunity to 
observe any late complications; but these fortunately have 
been absent from this study. 


The follow-up investigation’ has confirmed Freeman’s 
(1953) finding that results, as measured by level of 
achievement, improve with the passage of time. 


Results. 


This series is divided into two groups, which should 
be carefully distinguished. Group I was thought by the 
selectors to provide patients who would achieve maximum 
relief or improvement from the operation. Group II com- 
prises young schizophrenics for whom it was considered 
that the operation was justified, in that there still 
remained some chance of improvement in their condition, 
while the operative risk and the risk of damage to their 
personality were sufficiently small to warrant carrying 
out the procedure. The vitiation of the overall figures 
must be taken into account when Table II is studied. The 
results are undoubtedly better in the former group, and 
it is hoped that when the results of this study are 
published, it will lead to a better and wider selection of 
patients suitable for this modified operation. 


Method of Assessment. 


All persons classified as “A” have received a complete 
remission from their symptoms, and have returned to 
their former occupation at the level of achievement they 
had reached before operation. In some cases the operation 
has done away with long-standing symptoms, so that some 


‘patients have been able to reach an even higher level of 


achievement than they had in the past. 


TABLE II. 
Classification of Results as Described in Text. 
Male. ‘Female. Total. Percentage. 
Total. 
: A. B. A. B. A. B. C. A. . B. 
quently with deprosson fr 16 Y 2 4 _ 5 20 1 7 71 4 25 28 
Neurotic 
sates with depres a 
12 3 4 8 1 _ 15 4 4 65 17°5 17°5 23 
symptoms) . 5 1 4 —_— _ 2 5 1 6 42 8 50. 12 
Obsessive compulsive neuroses 
and obsessive - ruminative 
tension states mA as 1 3 1 4 2 — 5 4 1 50 40 10 10 
Paranoid schizophrenia 2 1 1 3 1 75 25 4 
Chronic schizophrenia* + 1 7 1 —_ 6 4 1 13 22 6 72 18 
Hypochondriasis 2 1 1 3 1 75 25 4 
Total a . 42 9 18 14 3 14 56 12 32 56 12 32 100 


| 
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Patients classified under “B” are those who have received 
considerable benefit from the operation, but have not been 
able to achieve their pre-operative level. Many of these 
are patients who have had to accept a new form of occupa- 
tion, owing to the duration of their incapacitation and ‘the 
changing conditions in their particular field of occupation. 
A few of them are patients for whom placement has been 
difficult because of lack of assistance from relatives or 
friends, and who are working in the departments of the 
hospital, but who could, with suitable assistance, live out- 


“side and be usefully employed. 


Patients classified as “C” have shown no ‘iigeotement 
after operation; but in no case did there seem to be any 
worsening of the patient’s condition which could not 


normally be expected from the natural history of the 


particular illness. 


The first of these operations took place in the early 
months of 1954, while the last patient in this series was 
operated upon in September, 1956. 


The classification has been based on the last interview 
with patients, and most patients were examined during 
the month of April, 1957. Thus there has been an oppor- 
tunity to follow the patients from six months to three 
years. 

Discussion. 


Results from different operations of this nature are 
difficult to compare, because of the failure by many writers 
to state the criteria of cures or improvements. Here there 
has been no effort to divide the cases into a large number 
of categories. The principal criterion of improvement has 
been relief from the major symptoms of the patient’s ill- 
ness and his ability to return to the level of achievement 
he had achieved before the operation. In a few cases 
patients have, after being relieved of their symptoms, 
achieved a higher level of occupation and of social maturity 
than they possessed before the operation. The results, in 
general, accord well with the findings of others (Board of 
Control, 1947; Freeman, 1953), while combining the 
advantages already cited above. Approximately two-thirds 
of the patients derive some benefit from the operation, 
whereas in one-third of the cases the operation appears 
to have been a frank failure. This percentage of failures 
differs between the two main groups, and it can be seen 
from Table II that in certain selected cases, the operation 
offers excellent chances of a return to normal life. The 
patients who do well give the clinical impression of being 
less self-critical, but not to any great degree so as to be 
remarked upon by their friends and relatives. 


One of the advantages possessed by frontal leucotomy 
over other forms of psychiatric treatment is that it does 
lead to some changes in the personality, though leaving 
other aspects undamaged. Robinson and Freeman (1954) 
make the following suggestion: 


If the reduction is not carried far enough because of 
insufficient brain damage and if the conditions under 
which the psychosis develops still obtain or if other 
difficulties arise, the same symptoms will recur. Re- 
operation may be advisable involving greater destruction 
of frontal lobe tissue and greater sacrifice of personality 
characteristics. 

This production of irreversible yet desirable personality 
changes remains the greatest factor in maintaining a place 
for leucotomy in the therapeutic armamentarium. For 
some time after the introduction of the newer drugs in 
psychiatry, it seemed that the operation of leucotomy was 
on the wane in many parts of the world; but a reappraisal, 
especially in the light of the information presented here, 


shows that there is still a definite place for such opera-- 


tions, and no doubt there will continue to be for some time. 


The modern development of stereotaxic procedures in 
neurosurgery raises the question whether they should be 
applied to the performance of leucotomy. Although these 
procedures offer a distinct advance in the treatment of 
certain conditions, they do not seem to add enough greater 
accuracy to warrant the rather time-consuming and difficult 


techniques involved. An example in point is that of 


Professor Lars Leksell, described by Money (1955). 
Individual variation within the brain still constitutes the 


central problem of such neurosurgery, and until systematic 
allowances can be made for these variations, the technique 
may give a false sense of a degree of precision which it 
does not, in fact, possess. 


Summary. 


1. A report is presented of the first 100 consecutive 
modified leucotomy operations carried out at the neuro- 
surgical unit of the Mental Hygiene Department of Victoria 
at Mont Park. 


2. The operation described seems to offer the thera- 
peutic advantages of other procedures —— with the 
minimum of damage. 


3. Some general points in the selection re rehabilita- 
tion of such patients are discussed. 


4. The operative technique and its advantages are 
briefly outlined. 


5. Finally, a claim is made that larger operations are 
no longer warranted while such modified procedures as 
that described in this paper retain a valuable place in the 
treatment of certain psychiatric disorders. 
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SOME STATISTICAL OBSERVATIONS ON 
FLUORIDATION TRIALS. 


By R. N. Sutton, D.D.Sc. 
L.D.S. (Victoria), 


AND 


_ ArtHuR B. P. Amigs, C.M.G., D.D.Sc. (Melbourne), 
F.R.C.S. (Edinburgh), F.R.A.C.S. 


(From the Dental School, University of Melbourne.) 


THE suggestion that domestic water supplies should be 
fluoridated, with the aim of partially preventing the 
development of dental caries, has gained wide support, 
and moves are being made in Australia for the widespread 
introduction of this measure. Much.confusion of thought 
clouds the issue of the desirability, the method of action 
and the safety of this process. This uncertainty is reflected 
in two recent events. In November, 1956, a Reference 
Committee of the American Medical Association (1957) 
stated that. “there is a definite need for a re-evaluation of 
the problem of fluoridation’”,: and in March, 1957, after a 
public hearing, the proposal to fluoridate the water supply 
of New York was not put into practice (Nesin, 1957). 

Apart from these considerations, an examination reveals 
that there are aspects that call for a very careful 
appraisal of the figures presented in the reports of the 
experimental trials which have been conducted in 
Brantford, Canada, and in Grand Rapids, Newburgh and 
Evanston, U.S.A., and upon the results of which proposals 
to fluoridate domestic water are almost entirely based. 


A preliminary survey of the methods used, of the 
published figures and of the method of their presentation 
discloses some disturbing facts. Some of these are as 
follows. (i) In the clinical examinations no attempt was 
made to devise a randomization procedure, which would 
have eliminated bias on the part of the examiners. How- 
ever, the necessity for such a precaution was recognized 
by Ast, Bushel, Wachs and Chase (1955) in the Newburgh- 
Kingston trial, when they instituted a combined clinical 
and X-ray study eight years after the commencement of 
the ten-year investigation. (ii) No estimate was made of 
variability between examiners, although in some studies 
several operators were employed, some being changed from 
year to year (Blayney and Tucker, 1948; Arnold, Dean 
and Knutson, 1953); some of the examinations in Kingston 
were made by two dental hygienists (Ast, Finn and 
McCaffery, 1950). Furthermore, there appears to be no 
estimate of variability within the examiner—that is, the 
variability of individual examiners from inspection to 
inspection. (iii) The importance of random variation in 
the DMF rate (decayed-missing-filled permanent teeth 
rate) does not appear to have been recognized, or else it 
has been ignored. (iv) Bias is suggested by the presenta- 
tion of some results, so that the casual reader may be 
misled (Ontario Department of Health, 1956). 

The following observations will serve as illustrations. 

1. In each of these studies it has been emphasized 
that the maximum benefits of fluoridated water are seen 
only in those subjects who have consumed it during the 
total period of enamel formation. Therefore, it would be 
expected that only a slight decrease (due to the possible 
topical effect of the fluorine) would be seen in the DMF 
Tate between successive years during approximately the 
first six years of the project, until the first permanent 
teeth which had been completely formed under its influence 
had erupted, and that the advent of these “resistant” teeth 
would thereafter produce a greater drop in DMF rate 
between succeeding years. However, in the first three 
years of each project there is a marked relative fall in 
the reported DMF rate, particularly in the younger age 
groups; while in the six-years-old group in Brantford the 
rate reached after ten years is no lower than it was after 
only four years of fluoridation (Ontario Department of 
Health, 1955; Hutton, Linscott and Williams, 1956). It 


“-13n December, 1957, the American Medical Association 
‘endorsed the principle of fluoridation, but that decision cannot 
affect the facts which have been stated in this paper. 


would appear that the results reported are not those 
which would be expected if the theory mentioned above is 
correct. 

2. In four of these studies (Hutton et alii, 1956; Hill, 
Blayney and Wolf, 1956; Arnold, Dean and Knutson, 
1958; Ontario Department of Health, 1956) the method of 
expressing changes in caries experience was the same. 
The final rate was subtracted from the baseline rate, and 
the difference was expressed as a percentage of the latter 
rate. It is obvious, therefore, that with this method, 
relatively small variations in the baseline values will 
produce substantial alterations in the percentage reduction 
obtained. For instance, in the seven-year-old children in 
Evanston, during the last five years reported, the increase 
in caries-immune deciduous dentitions was 361%, but for 
the whole of the nine-year period 1946-1955. the increase 
was only 58% (Hill et alii, 1956). The authors claim 
that “difference between 1946 and 1955 rates is statistically 
significant”. However, such a claim is not warranted, 
owing to the marked variation in the values observed in 
the intervening years. The effect of variations between 
years is seen in the six-year-old group in Brantford. By 
the use of this method of calculation the reduction in the 
DMF rate for the period 1944-1950 was 82%, but the 
apparent benefit had dropped to 52%, a decrease of 30%, 
after an additional two years of fluoridation (Ontario 
Department of Health, 1956). An improved method of 
indicating relative changes in the DMF rate would seem 
to be desirable—in particular. one which would permit 
statistical tests to be applied. 

3. As an instance of the divergent results which can 
be reported by different examiners, those from the two 
independent trials in Brantford may be compared (Ontario 
Department of Health, 1956). The National Health and 
Welfare authors reported a reduction in the DMF rate in 
the six to eight years age group of 69% from the 
inception of their examinations in 1948 to the 1954 results. 
However, in the same city, in the same age range and 
between the same years, the reduction in the DMF rate 
obtained by the City Health Department examiner was 
only 25%, less than half of that claimed by the authors 
of the other study. The Health Department DMF figures 
for 1954 were given for individual age groups without 
statement of the number of children involved in each 
group. The 25% reduction is based on a DMF rate 
obtained by simple averaging of the six, seven and eight 
year DMF rates. For 1948 the actual numbers of children 
are available (Hutton, Linscott and Williams, 1951). 

The uncertainty in the computed reduction of 25% is 
most unlikely to account for the gross difference between 
it and the figure of 69% quoted by the National Health and 
Welfare authors. 

4. In Table II of the Report of the Ontario Department 
of: Health (1956) to the Ontario Minister of Health, the 
mean numbers of decayed or filled deciduous teeth are 
shown. In the column headed “% Reduction Since 1948”, 


‘ there are dashes opposite the control cities of Sarnia and 


Stratford. These, surely, would lead the reader to suppose 
that no reductions had taken place in these cities, par- 
ticularly as the footnote states that “the rates for Strat- 
ford, which has had natural fluoridation for 30 years, and 
Sarnia, which has no fluoride in its water, have remained 
about the same”. However, in the nine to eleven years 
age group in Stratford there was a slight decrease of 
5% (by the use of the DMF rate reduction method 
common in these studies), and in Sarnia the same age 
group showed a decrease of no less than 16%. One would 
like to know the reason for the omission of these figures, 
particularly as the latter reduction is almost as high as 
the 18% claimed for children of the same age in the 
test city. 

Whilst we do not question the integrity of workers in 
this field, it must be pointed out that the evidence 
tendered in favour of fluoridation reveals two disturbing 
features. The first is that what must be essentially a 
statistical study does not appear to have been planned as 
such. The second is that even when sufficient information 
is presented, no comprehensive attempt at statistical 
evaluation has been considered. 
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It is possible that a case for fluoridation can be solidly 
based, but until adequate statistical treatment of: all the 
pertinent factors has been carried out—and this would be 

.quite a major undertaking — the question should not be 
regarded as settled. In the meantime, claims concerning 
the amount of caries reduction are open to doubt. 
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THE ADVANTAGES OF SUCTION DRAINAGE 
IN SURGICAL WOUNDS. 


By T. P. Davis, . 
Special Unit for Investigation and Treatment. 
(New South Wales State Cancer Council), 
Prince of Wales Division of Sydney 
Hospital, Sydney. 


SERUM COLLECTION in surgical wounds is a well-known 
‘predisposng factor in wound infection. Because of the 
development of resistance to currently used antibiotics by 
organisms, old and perhaps forgotten measures for preven- 
tion of wound infection must be reviewed. ~ 

In the Special Unit for Investigation and Treatment 
(New South Wales State Cancer Council), the organism 
responsible for post-operative wound infection ‘was the 
Staphylococcus aureus in nearly every case. In all cases 
sensitivity tests revealed that the organisms were resistant 
to penicillin and streptomycin, while varying degrees of 
sensitivity were shown to chloramphenicol, erythromycin 
and the tetracyclines. 

In a series of 40 operations, the post-operative use of 
negative pressure suction decreased the average time for 
complete wound healing, from 26 days in 17 cases in which 
routine treatment was given, to 16 days in 23 cases in which 
negative pressure suction was used. The average age of 
these patients was 60-9 years, varying between 24 and 84 
years. The operations were performed as therapeutic or 
palliative procedures on from some form 
of disease. 


Cases most suitable for this type of investigation included 
those in which frequent post-operative wound complications 
were likely. Thus, when skin flaps are raised or widely 
undermined, or the dissection interferes with the blood 
supply to the region, or a cavity results from removal 
of tissue, it is common for serum to collect and to form a 


Ficorp 1. 
Drainage tube. 


nidus for wound infection or abscess formation. This is 
the type of wound in which most benefit has resulted from 
the post-operative use of negative pressure suction. 


The surgical procedures which constituted this series 
were as follows: (i) radical, (b) simple; 


Ficure II. 


suction apparatus applied to radical 


Wangensteen’s. 
mastectomy wound. 


(ii) radical excision of axillary lymph nodes; (iii) radical 
excision of inguinal lymph nodes. A polythene drainage 
tube of one centimetre bore and 15 to 25 centimetres in 
length was inserted into the dependent part of the wound. 
In the wall of this tube, small circular holes had been 
punched at regular intervals of two centimetres over 
three-fourths of its length. Inserted through the lumen 
of this polythene tube was a rubber catheter, which also 
‘had numerous holes cut in its wall. The sites of the holes 


| 
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TABLE I. 
Comparison of Times for Wound Healing With and Without Suction Drainage. 
Proced ive 
juction. juction. Wounds Wounds 
Without With Wounds Without Wounds With 
Suction. Suction. Suction." Suction." 
Radical mastectomy (15) bs etl 4 rT 35 19 Serum collettion, 2/4 | Serum collection, 1/11 
Infection, 2/4 cases. Infection, 2/11 cases. 
Simple mastectomy (7) .. 2 16 8 Serum collection, 2/5 | None. 
cases, 
No infection. 
Radical excision of axillary aan nodes 3 7 20 16 Serum collection, 2/3 | None. 
(10) cases, 
‘| No infection. 
Radical excision of inguinal lymph nodes 5 3 34. C«w 20 —— collection, all.| No serum collection. 
cases, 
(8) Infection, 4/5 cases. Infection, 1/3 cases, 
* s aureus was the ae resent in all these wound infections. In two cases it was combined with coliform bacilli, which had the same 


sensitivity as the staphy 


and “ Aureomycin ”’. 


in the inner tube did not correspond with those of the 


‘outer tube. An airtight connexion was made at the distal 


end of the polythene tube by passing the inner rubber 
catheter through a tightly fitting rubber stopper, which in 
turn was fitted into the lumen of the outer tube. The rubber 
stoppers used in penicillin bottles were ideal for making 
this airtight seal between the two tubes. 

The “tube-within-a-tubé” (Figure I) was placed in the 
wound so that serum could pass through the holes in the 


outer tube which was brought to the exterior, either through . 


a separate stab wound, or through one end of the primary 
wound. The rubber catheter was then connected to one of 
two systems capable of creating a negative pressure— 
namely (a) an electric suction motor, or (b) a Wangen- 
steen’s suction apparatus. 

In the first method a Clement’s electric suction pump was 
used, with an adjustment supplying the minimum amount 
of negative pressure. The motor was run for intervals of 
30 minutes and then turned off for 30 minutes’ rest. By 
doing this, collapse of the tubing due to excessive negative 
pressure was avoided. It also prevented overheating of the 
motor. 

The second method for maintaining negative pressure 
was by the use of the Wangensteen apparatus (Figure II). 
This had the advantage of silence while maintaining an 


‘adequate continuous negative pressure. 


The suction was carried out for varying periods after 
operation, depending on the amount of drainage in each 
case. However, in no case was it necessary to continue 
after the third post-operative day, in which time the 
drainage fluid collected would range from a few milli- 
litres to about 500 millilitres after the more extensive 
operations. The amount of drainage from the wound on 
the fourth to sixth post-operative day was slight in 
comparison with that from wounds to which no suction 
was applied. 

Results. 


When negative pressure was used in surgical wounds, 
complications due to serum collection were prevented and 
healing by primary intention was accelerated. In the case 
of both simple and radical mastectomy wounds the time 
for complete healing was almost halved. It should be 
noted that in these cases breathing and arm exercises 
were commenced within the first 18 hours after operation. 
In cases in which suction drainage was not used, a con- 
siderable amount of serum collected and required repeated 
aspiration. 


In the group of radical axillary dissections two patients 


had operations performed in both axille. Suction was 


applied to one axilla only in each case, while a simple’ 


rubber tube was used to drain the other axilla. -In both 
cases the axilla with suction drainage completely healed 


to penicillin and streptomycin, sensitive to Chloromycetin erythromycin, ‘ Achromycin ”, Terramycin ” 


in 9 or 10 days, while the axilla without suction drainage 
healed in 16 to 29 days. 

In the group of surgical procedures involving radical 
excision of inguinal lymph nodes, post-operative suction 
drainage decreased the average time for complete healing 
by 14 days (see Table I). 


Summary. 

1. Indications are discussed for the post-operative use 
of suction drainage in surgical wounds. 

2. Methods of applying negative pressure suction to 
surgical wounds are described. 

3. Results achieved with the method are presented. 
There is a marked reduction in the period of drainage of 
serum from the wound and in the incidence of wound 
infection. 

4. In the presence of infections by organisms resistant 
to antibiotics, suction drainage may be worthy of wider 
application. 
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A REVIEW OF 182 CASES OF TETANUS.* 


By RutH 


Department of Anesthesia, Brisbane General Hospital, 
Brisbane. 


In this paper I propose to discuss the clinical features of 
tetanus as they appear in the available records of 182 
patients admitted to the Brisbane General Hospital and 
Brisbane Children’s -Hospital since 1946. I am not going to 
review the literature, as this has been done excellently last 
year (Wilson, 1956; Albett, 1956). 


I started reviewing the hospital records some time ago 
with two objects in view, first, to improve my own know- 
ledge of the natural history of the disease, and second, to 
try to find some guide as to cases in which complete 
curarization with intermittent positive-pressure respiration 
should be undertaken early. I think that success is more 
likely with intermittent positive-pressure respiration if 
those cases in which more conservative measures are likely 
to fail can be picked early and the full regime instituted, 
before the patients are exhausted and anoxic or have early 
pneumonia. This series is in no way a personal one. I have 


1Read at the annual oars of the Australian Society of 
Anesthetists, Adelaide, May, 1 
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observed or directed therapy in only 22 cases. Nor do I 
claim any startling results for the treatment used for these 
patients, The 182 cases included some of each type of the 
disease (Cole and Knott, 1952); 187 patients had 
generalized spasms, and of these 76 died (55% mortality). 
The total mortality was 44%. 


Day of Admission to Hospital. 
A point that is not often mentioned as a guide to the 
severity of the disease is the duration of symptoms before 


the patient seeks medical advice (Figure I). It is reason- 
able to assume that this period should be a useful guide to 


the severity of the disease, in relation both to rigidity and 


= Recovereyp 


Bm dIED 


7 
DAY OF ILLNESS PATIENT RDMITTED 


to spasms. It may be fallacious in the case of children 
brought in late by slow-witted parents. This appears to 
have occurred in this series in the case of nine patients 
aged under 20 years. About one-third of all patients had 
spasms before they arrived in hospital; 92 were admitted 
to hospital on the first two days of their illness; 90 were 
admitted to hospital on the third day and after. If the 
patients aged over 70 years are excluded from both groups 
because of a very high mortality, then the following facts 
may be noted. (i) In the two days and less group there 
were 59 (three-quarters of the total) deaths in 90 cases— 
ie., a 65% mortality; and of 54 patients admitted on the 
first day of their illness eight recovered (excluding six who 
received tetanus antiserum prophylactically). In this group 
there were only five who could be classed as mildly affected 
(ie, one in 10). (ii) In the three days and more group 
there were 14 deaths in 84 cases (17% mortality), and 50% 
of this group were mild cases. Also two-thirds of all 
patients were admitted to hospital during the first three 
days of their illness, and tine-tenths. of all deaths were 
among these patients. ‘ 


Age Distribution. 

‘One hundred and eleven patients (approximately 60%) 
were aged under 20 years, and there were 40 deaths among 
pea (87%). The mortality then rose to around 60% in 

the subsequent decades, until in the eight patients aged 
over 70 years there were six deaths. (Figure II). There 


appeared to be no ® relationship between the age incidence 
and the severity of e disease. 


Period of Onset. 


8 or e 
Til). There were 137 patients (75% with 


_ trolled spas 


generalized spasms, and of these 83 (60%) had periods of 


- onset of 48 hours or less. Forty-seven patients had a period 


of onset of 24 hours or less, and 12 of these had spasms as 
their first symptom. (I exclude these for reasons I will 
mention later.) This leaves 35 patients who had periods of 
onset from 4 to 24 hours inclusive, and of these 5 lived 
and two-thirds of those who died did so in the first three 
days, and as a direct result of uncontrolled spasms. Thirty- — 
six patients had periods of onset of 24 to 48 hours, and of 

these 12 lived. Only a third of these died as a result of 
uncontrolled spasms; most of the deaths were after the 
third day from secondary complications. In 79 patients 
spasms appeared after the second day or not at all; 20 
of these patients died, none as a direct result of uncon- 
ms. A_ significant pointer towards’ the 
advisability of instituting complete neuromuscular blockade 
early is the high mortality associated directly with spasms 
in those patients with a period of onset of 24 hours or less, 


Onset with Spasms. | 

The group of cases with onset with spasms is interesting 
in that mostly-the disease was mild, except in three cases 
of tetanus neonatorum. It is probable that the prodromal 
symptoms were missed in these infants, so they can be 
excluded. This leaves nine cases, two of which were severe | 
and the patients died; the rest were mild, with incubation 
periods of 11 days or more. The notes suggest that rigidity | 
was not particularly marked in these patients, and this 
raises the question whether perhaps they really had appre- 
ciable, but unrecognized, periods of onset, but because 
rigidity was minimal the symptoms were too mild to be. 
noticed. : 


Absence of Generalized Spasms, ef 
There were 37 patients without generalized spasms. Four 
of these died. One died from anaphylaxis, one seemed to 
have pharyngeal tetanus, and there is a meres 4 that 
the other two also had pharyngeal tetanus 


Incubation Period. : 

There was a tendency for patients with short incubation 
periods to be severely affected, but the correlation was not 
so striking as in the case of the period of onset (Figure 
IV). The average incubation period of the patients who 
recovered was 10 days, and of those who died 7-9 days. 
There were 45 cases in which the incubation period was 
unknown, either because of the presence of multiple 
wounds or because ho wound was apparent. On the whole’ 
the disease was mild in the 16. pati patients without an 
apparent wound of —_? for the organisms. Thirteen. of 
these cases were and recovered. Two of the three 
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deaths were in patients with pharyngeal infections at the 
time of onset of tetanic symptoms. When incubation period 
was considered in conjunction with period of onset, there 
were 50 patients with an incubation period of nine days or 
less and a period of onset of 48 hours or less with eight 


_ recoveries. If the incubation period was considered alone, 


there was a 65% mortality in the nine-days-and-under 
group, and 77% among the 34 patients in the seven-days- 


-and-under group. 


RECOVERED 
@ - DdiED 


WO GENERAL 
SPASMS 


PERIOD OF ONSET 1” Days 


Ficurs 


Causes of Déath. . 


Of all deaths, 83% occurred in the first week, and there 
were almost twice as many on the second day as on any 
other single day. The primary causes of death appeared 
to be as follows: spasms, 25 cases; respiratory compli- 
cations, 24; hyperpyrexia with spasms, 11; peripheral 
circulatory failure, six; anoxic damage coma, five; left 
-wentricular failure, two; sudden cardio-respiratory failure, 
two; anaphylaxis, one. These figures are only approximate, 


as some patients died with combined features. 


The Prophylactic Use of Tetanus Antitoxin. 


Eleven patients received tetanus antitoxin at the time 
of injury; two of these died of tetanus and one died of 
‘anaphylaxis. Of the two who died of tetanus, one received 
the serum 24 hours at least after injury, and the other 
received only 500 units. The child who died of anaphylaxis 
had received 1500 units of tetanus antitoxin nine days 
before, and on admission to hospital had a rash at the site 
of the injection. He died promptly when an intravenous 
drip administration of 100,000 units of tetanus antitoxin in 


’ $00 millilitres of saline was started. 


Initial Symptoms. 


varied between children and adults. 

‘The ribution of primary s ito : 

_ trismus, 38; dysphagia, eight; generalized of limb stiffness, 
three; abdominal pain, three; sweating, two; spasms, 
three; (ii) in children aged under 12 years: trismus, 21 
cases; abdominal pain, 11; pain in the back, neck or chest, 


eight; generalized stiffness, Seven; restlessness at night, 


seven; dysphagia, six; spasms, nine. The majority of 
patients had trismus by the time they reached hospital, but 
its absence on admission was noted in six. Abdominal ‘pain 
was a notable feature in children, as was restlessness at 


night. 
Treatment. 
All patients except four were initially given 100,000 units 


of tetanus antitoxin intravenously. Thirty-three children 


_received intensive tetanus antitoxin therapy—that is, they 


had repeated doses after the initial dose. The total dose in 
these cases varied from 200,000 to 800,000 units. This 
intensive therapy appeared to make no difference to the 
mortality or to the duration of the illness. Most patients 
received penicillin prophylactically, the doses varying with 


. the scale currently in use. Tracheotomy was performed in 


10 cases with three recoveries. In two of these cases the 
tracheotomy seemed to help recovery materially. Of the 
seven deaths, three were due to pulmonary infection, and 
two to exhaustion and spasms and two to anoxic cerebral 
damage. 


“7 
* RECOVERED 
@ 


No. of PATIENTS 


INCUBATION PERIOD IN DAYS 


Ficurs Iv. 


“Myanesin.” 


“Blixir Myanesin” given by gavage was used in 25 cases 
(Figure V). The doses rate of ounce 
(one gramme) per hour; usually the drug was given every 
two hours. Though effective up to a point, it seemed little 
better than heavy sedation in severe cases. 


The intravenous administration of “Myanesin” by the 
continuous drip method was used in 28 cases, and in con- 
junction with adequate sedation with hypnotics and 
analgesics was very effective ‘in moderate cases. In six 
cases it was used in conjunction with thiopentone, and 
three of these patients recovered. There was no instance 
of hematuria with concentrations up to six grammes in 
500 millilitres, which was the highest concentration used. 
On two occasions patients were given chlorpromazine while 
receiving ‘““Myanesin” by the intravenous drip method, and 
there were quite dramatic relaxation and control of spasms. 
The intravenous dose of “Myanesin” varied from one to 
six grammes in 500 millilitres of fluid (mostly alternate 
bottles of 3°3% glucose in 0-3% saline and 5% glucose), 
given by drip at a rate of 500 millilitres in three to four 


hours in an adult. 
Sedation. 


Paraldehyde and chloral were the most frequently used 
sedatives; sometimes phenobarbitone was given intra- 
muscularly, and sometimes morphine or pethidine was 
given. “Avertin” was not used at all. One patient was 
controlled by the drip administration of thiopentone for 
nine days, receiving 2-5 grammes every 24 hours as 0-5 
gramme in 500 millilitres. He was aged 13 years. His 
recovery was due solely to the assiduous care given to him 
by one registrar. 
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The results of all these various treatments are rather 
disappointing, and from the records it appeared that there 
weré only about 11 cases in which treatment was truly 
life-saving. One-disturbing feature in two cases in which 
“Myanesin” was being given intravenously was the sudden 
development of bradycardia and respiratory arrest with 


death, although the spasms were adequately controlled at 


the time. Both patients had twelve-hour periods of onset, 
and both had severe tetanus. 


Thoughts on Treatment. 


First and foremost and of the greatest importance is 
good nursing care by a special nurse. All care must be 
“just so”; there is no room for the attitude of “that is 
good enough”. At the same time, the patient must be 
carefully-supervised by a doctor who sees him many times 
in the twenty-four hours. The care of a patient with a 
severe tetanus is too wearing for one doctor; but it is in 
the patient’s interest 
that a limited number 
of persons should look 
after him so that there 
is adequate continuity 
of care. 


All patients, except 
* 
° 


MYANESIN (AG CASES) 


those who have ade- 
quate control of their 
pharyngeal secretions 
and can swallow well, 
must be nursed from 


at least every two 
hours. The foot of the i g 
bed should be raised. 
It is absolutely essential 
that the patient’s head 
is at all times in such 
a position that all 
secretions can run out 
of his mouth, and this 
also applies when tracheotomy. has been performed. 
This simple measure will save the need for many 
tracheotomies, and will save many patients from 
inhalational pneumonia. Gentle gen suction may at 
times be needed, but only very rarely if proper care is 
taken with posture. Atropine at times may be used to 
decrease salivation, but if the spasms can be adequately 
controlled salivation is no problem. It is not always easy 
to keep a tetanus patient on his side; but two large pillows 
rammed behind ‘bis; beck aif ‘one between: 
are of help. 

The patient’s rectal temperature should be taken every 
two hours in the early phases of severe tetanus when 
h from spasms is likely, otherwise every four 


yperpyrexia 
th tient if his tem- ©. 
hours. A fan should be turned on the patien wes seen. (il) > dep 


perature is rising. The pulse and blood pressure must be 
carefully watched. A daily check on the serum electrolytes 
and hemoglobin value should be made in severe cases. 

I prefer to avoid a feeding tube except when the patient 
is receiving curare and is on intermittent positive-pressure 
respiration, and then I prefer a plastic feeding tube, as it is 
less irritant that a rubber tube and can be obtained with a 
wider bore. I think that a gastric tube increases secretions 
and is likely to precipitate a laryngeal spasm or vomiting. © 
If a patient can swallow without. tndue trouble, then give 
him what he will take; otherwise maintain his fluid intake 
by intravenous administration. Never make a patient drink 
when he refuses. . 

Except in mild cases, I think the intravenous route 
should be used as the mainstay in sedation to control — 
spasms, as any other route gives too slow a control. This 
route has three disadvantages: (a) the problem of keeping 
a vein open; (b) the risk of easy overdosage; (c) the risk 


of a blood-stream infection.-In the case of a drip adminis- 


tration of thiopentone or “Myanesin”, the nursing and 
medical staff must be made to realize that any hitch cet 
the intravenous apparatus is an emergency that must be 
attended to immediately. Heparin (500 units per 500 500 milli- 


PERIOD OF ONSET 


V. 
Hatched areas, recoveries; solid areas, deaths. «+ > 


litres) can be used with advantage to prevent thrombosis in 
the vein and needle or cannula. Strict asepsis must be 
used in attending to the apparatus and in adding drugs to 
the iniusion. The risk of septicemia from an intravenous 
infusion cannot be disregarded. One proven case occurred 
in this series, and possibly another. If a patient, after - 
having been reasonably controlled for four or five days, 


‘ guddenly has a rise in temperature, that temperature should 


be regarded as due to infection. ‘An X-ray examination of_ 
the chest, cultural examination of the blood and micro- 

scopic and cultural examination of the urine should be 

made immediately. The intravenous infusion site should be 

changed if the infusion has been running for sime time in 

the same site. Consideration oe aaed be given to changing 

the chemotherapeutic drug being used. 


The Drugs.. 3 

‘The following drugs may be used. (a) “Hlixir Myanesin”, 
chloral and morphine can be used in mild cases and for 
convalescent patients. 
If the patient can 
swallow well, then the 
tablets of “Myanesin” 
may beused. “Myanesin” 
will help to make the 
patient more comfort- 
able.- “Myanesin” 
given intravenously, [ 
think, has a place in 
therapy in many cases 
tetanus. It will 
rapidly control 
severity of spasms; the 
sa ind frequency is not so 
OnseT much affected. It can 
be very satisfactory 
when combined with a 
hypnotic and analgesic; 
for example, it may be 
_ used with chloral given 
orally and morphine 
given subcutanéously if the patient can swallow; or if 
the patient has dysphagia, with phenobarbitone and 
pethidine given intramuscularly. ‘“Myanesin” can. also 
be combined in an intravenous drip administration of 
01% thiopentone solution and. pethidine. given intra- 
muscylarly. that all patients with a period.of 
onset of three days or more should be able to be con- 
trolled with ‘“Myanesin” given by the intravenous drip 
method and sedation. Some of those with a period of 
onset below this are controllable under this régime, pro- 
The disad- 


MYANESIN (2s enses) 


* vided that they are very carefully supervised. 


vantages of ‘“Myanesin” are as follows. (i) Hamolysis may 
occur. This is unlikely if the drug is given as by the 
intravenous drip method with a concentration below 2%. 
The. maximum used in this series was 1-2%, and no 


with overdose. I have seen it twice when a 1% solution 
was run in too fast. It is quite unlike depression from 
muscle relaxants; the breathing is rather shallow, and 
normal in character, but irregular in rate and amplitude. 
Recovery occurs quickly when the rate of administration 


' is slowed. (ili) Rapid elimination means that spasms will 


increase within 20 to 30 minutes if the drip is stopped, 
and this may be dangerous if there is delay in restarting 
the drip. (iv) Sudden death may occur in a_ patient 
apparently adequately controlled. (c) Neuro-muscular 
blockade with intermittent positive-pressure respiration via 
a tracheotomy has a place in severe cases, particularly those 
with a period of onset of 24 hours or less. The technique 


4s not without its own risks and demands very close medical 


supervision. (d) Analgesics help to control the patient’s 
spasms without producing such a deép level of narcosis 
as is needed when hypnotics alone are used. They also 
relieve the pain of the tonic rigidity and the spasms. | 
Pethidine is useful in relieving the rapid, shallow breathing | 
seen at times in tetanus. (¢) Chiorpromazine promises to 
have a place in the treatment of tetanus. Pharmaco- 
and “Myanesin” should be the 


chlorpromazine 
rational drugs to use in this disease, since they are thought 
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to depress internuncial neurons and the reticular substance 
of the brain stem. It has been shown that tetanus toxin 
suppresses all types of synaptic inhibition (Brookes et alii, 
1955). On the two occasions on which I have used chlor- 
promazine with a drip administration of “Myanesin” the 
effect was dramatic. I have not used the drug throughout 
any one case, but I think that it is worth a further trial. 
The disadvantages are that it may produce hypotension, 
tachycardia and phlebitis, and asa late result, jaundice. 
(7) Nitrous oxide is at present under suspicion as a bone- 
marrow depressant, and I think the evidence is too strong 
for use of the drug to be justifiable. (g) Massive doses of 
tetanus antitoxin appear to be of no advantage once an 
adequate dose has been given. It is known that a patient 
who has previously had horse serum, when given subse- 
quent doses of serum, destroys this serum at an accelerated 
rate. In such a patient, who has previously had horse 
serum, repeated doses of tetanus antitoxin every two or 
three days may be useful. Also, in a case in which there is 


a recrudescence about the fifth to seventh day of illness,- 


further tetanus antitoxin may be advisable, as the level of 
circulating antitoxin resulting from the first dose com- 
mences to fall after about a week, if the patient is not 
sensitive to horse serum. (h) Tracheotomy is indicated as 


a preliminary to the institution of complete neuro-muscular - 


blockade and intermittent positive-pressure respiration. If 
a patient can bring tracheal secretions into his pharynx by 
an effective cough, but cannot spit the phlegm out, if there 
have been laryngeal spasms, or if there is respiratory 
obstruction in the upper air passages, then tracheotomy 
without induction of total paralysis may be indicated. 


Day of Commencement of Recovery. 
When the day of illness on which recovery commenced 


was recorded, there was a wide band covering about two 


weeks (Figure VI). However, when it was plotted against 


FIGuRE VI. 


time after administration of tetanus antitoxin, then all 
except nine patients were recovering after one week with 
the greatest number at three days (Figure VII). In most 


J 


DAYS AFTER ANTITONIN 
FIRST ITIPROVED 


Ficurp VII. 


of the reported severe cases in which the patient was saved 
by intermittent positive-pressure respiration, signs of 
recovery appeared only after seven to 14 days, suggesting 
that in very severe cases recovery takes longer. Almost all 
patients in this series who recovered, had some degree of 
serum sickness about a week after the serum was given. 


Summary. 


The figures in this series of cases showed, as has been 
found in other similar investigations, that the period of 
onset is the best guide to the severity of the disease, and 


that a period of onset of 24 hours or less carries a mortality 
of about 80% under orthodox treatment. A period of onset 
of 48 hours or less in conjunction with an incubation périod 
of nine days or under carries a similar mortality. The 
importance of careful nursing and the extreme importance 
of postura] drainage of pharyngeal secretions throughout 
the whole illness have been stressed. A plea has been made 
for the wider use of “Myanesin,” and is is suggested that 
patients with a period of onset of 24 hours or less are 
those for whom total neuro-muscular blockade is probably 
most often indicated. 
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Reports of Cases. 


RECURRENT RECTAL AND VAGINAL PROLAPSE, 
WITH FACAL AND URINARY STRESS 
INCONTINENCE. 

By A. Lestre WATSON, 

St. George Hospital, Sydney. 


In 30 years of genital prolapse work in Sydney and 
during five extended overseas tours, during which all 
continents were visited, no instance of the precise 
combination of conditions described in this case has been 
encountered by me. It is therefore thought that this case 
justifies reporting because of its rarity, and because of the 
apparently new technique used in the operative treatment 
of the rectal prolapse. - 


Clinical Record. 


Mrs. X, aged 68 years, a strong, active woman “of the 
land” in the Murray River Valley, consulted me on June 26, 
1956. She was the mother of three children, the youngest 
aged 30 years. Her story was one of great disappointment. 
She stated that she had undergone vaginal hysterectomy 
eight years previously for prolapse of the “womb”. One 
month later a bulge appeared at the vaginal opening, the 
vagina finally again turning inside out. About the sate 
time, the rectum commenced protruding through the anus, 
and at times she “lost control of her bowels”. The anal 
protrusion and fecal control gradually became worse, so 
that during standing or walking both the vagina and 
rectum were always protruding. To add to the discomfort, 
“loss of bladder control” had developed. She consulted a 
second surgeon, this time a general surgeon, who five years 
prior to her coming for examination had performed a 
vaginal repair operation plus an abdominal operation to 
“lift up and fix the rectum”, but unfortunately, on her first 
day out of bed after the operation, both the vagina and 
the rectum completely descended again. Twelve months 
later (four years prior to the present examination) she had 
consulted a third surgeon, this time another general 
surgeon, who again performed a vaginal repair operation, 
and for some months administered weekly injections 
“around the rectum”. This treatment was of no avail as 
the vagina and rectum continued to “fall out”. As was 
stated above, the patient consulted me, the fourth surgeon, 
a gynecological surgeon, in June, 1956. She still had inter- 
mittent loss of control of feces and urine. Coitus had not 
been possible since the first operation. 
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On examination of the patient, the condition presenting 


certainly appeared formidable and rather frightening. 
Although the vagina was short, about 2-5 inches in length, 
it was completely prolapsed. The uterus was not present. 
Incontinence of urine occurred on straining or coughing. 
The anus was dilated to a diameter of 2-5 inches, and the 
rectum was completely prolapsed. Feces were present on 
the perianal skin. No intrapelvic mass was detected 


(Figure I). 


It was thought that as the first, second and third surgeons ~ 


had been first-class, well-respected, teaching-hospital senior 
men, my proper reaction should be to leave well alone and 
do nothing surgical whatever. On second thoughts, it was 
decided that this was a defeatist attitude, and the patient 
was admitted for operation to St. George Hospital, Sydney, 
on September 19, 1956. 


Many proctological text-books and journals were con- 
sulted, but these gave no help at all; they merely enumer- 
ated the operations which this patient had already under- 
gone, and which had resulted in failure. Some new surgical 
concept was indicated, and it was decided that the concept 
and surgical principles I have been using for 17 years for 
procidentia uteri could be transferred from the vaginal 
canal to the rectum. The problem was that two structures 
calied for replacement, and that other more or less fixed 
structures must be utilized high in the pelvis as a foun- 
pee to which the replaced vagina and rectum could be 
sutu: 


The fact that coitus had not been experienced since the 
first operation (the vaginal hysterectomy) rather eased the 
problem a little, as it was no longer possible to provide a 
full-length vagina; moreover, the patient was approaching 
the age of 70 years. A partial colpectomy was therefore 
justifiable, and it followed that the deep structures usually 
used for fixation of the vaginal vault could now be used for 


fixation of the anterior wall of the rectum. The posterior . 


wall of the rectum could be replaced and fixed to the 
articular ligaments in the concavity of the sacrum. The 
operation was thus planned and appeared superficially 
simple enough; but its execution was not to prove so simple. 


Lengthy consideration was given to the possibility of 
widespread pelvic infection. We had the antibiotics, of 
course. But what sutures were to be used? Catgut was 
quickly discarded as being too temporary. Silk would assist 
infection and might eventuate in a pelvic abscess, sinuses, 
recto-vaginal fistula or osteitis of the sacrum. Silk was 


therefore discarded, and the suture cunsnites finally decided 
upon was medium-sized silver wire as the most likely to 
resist infection. We thus reverted to the days of Marion 
Sims in his cure of vesico-vaginal fistula by the use of silver 


The operation would be performed under cover of anti- 
biotics administered four hours pre-operatively, and gloves 
would be frequently changed during the operation. ~ 


Operative Technique. 

An incision was made in the mid-line of the anterior 
vaginal wall, and the side flaps were separated from the 
bladder. As the patient had undergone three previous 
repair operations, the usual easy stripping was impossible; 
but wide lateral dissection was essential in order to expose 
the pubo-coccygeus muscles, which would be used later to 
take care of the urinary stress incontinence. 


A. mid-line in¢ision was then made in the posterior 
vaginal wall, which was also dissected widely from its 
scarred underlying fascia. The vaginal wall at the vault 
was next dissected free, and the peritoneum was exposed, | 
but not opened. 


The Douglas pouch peritoneum was peeled well up from 
the upper part of the rectum and from the remnants of the 
posterior rtions of the utero-sacral ligaments, and the 
deep naive” was exposed; as a consequence of all these 
dissections, the anterior and. lateral aspects of the rectum 
(from recto-sigmoid junction. to anus) were now well 
cleared of old scar and cellular tissue. 


The left forefinger was now inserted into the rectum, 


- and the. first silver-wire suture was used to pierce the 


posterior left utero-sacral ligament and the left’ antero- 
lateral wall of the rectum about half-way along its length. 
This suture penetrated completely through the rectal wall: 
to the mucosa and out again, to be tied by the assistant 
to the utero-sacral ligament. A similar suture was 
applied on the other side of the rectum, and already one 
noticed a certain amount of uplift.of the rectum. 


Another pair of silver-wire sutures (one on each side) 
was inserted into the upper fibres of the ilio-coccygeal 
(levatores ani) muscles, piercing the whole rectal wall, as 
before, 1-5 inches above the anus. A third pair of silver- 
wire sutures (one on each side) entered the ilio-coccygeus .. 
muscles one-quarter of an inch below the previous pair and 
pierced the anterior rectal wall one inch above the anus. 
This pair of sutures was tied in such a way as to bs aga 
mate the ilio-coccygei in the mid-line. 


It was now seen that the whole of the anterior rectal wall 
was lifted well up clear of the widely patulous sphincter 
ani; but the posterior wall, of course, still protruded. 


A horizontal incision about one inch in length was now 
made across the mid-line of the posterior rectal wall 1-5 
inches from the anus. This incision penetrated the full 
thickness of the rectal wall (mucosa, musculature and 
adventitia). The left forefinger was inserted through this 
incision and swept widely round in circular fashion to 
separate the posterior rectal wall from its cellular sacral 
bed, with the object of providing a wide and long granu- 
lating area. Two pairs of silver-wire sutures were now used 
(one of each pair on each side of the middle line), passing 
through the whole thickness (including mucosa) of the 
posterior rectal wall. The lower pair pierced the rectal 
wall one inch above the anus and lifted it up to become 
sutured and fixed into the anterior articular ligament of 
the sacro-coccygeal joint. The upper pair entered the rectal 
wall 1-5 inches above the anus, to be inserted into the 
articular ligament covering the sacral joint above the sacro- 
coccygeal joint. These articular ligaments proved niost 
dificult to penetrate with the needle. . 


“The whole:of the posterior rectal wall was now above the 
sphincter ani, except. one redundant edematous area of 
mucosa the size of the top of the thumb; this was merely 
ligated and excised in the manner of ligating a 
hemorrhoid. All rectal mucosa anteriorly and posteriorly 
was now. out of a at but the teneless anus remained — 
widely open, fingers quite easily. 
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On dissection of the anterior anal area, it was found that 
no. sphincter fibres at all were present at the base of the 
perineum; a search was made for the sphincter bundles on 
each side, the ends were found and freshened, and two 
silver-wire sutures inserted to approximate them. 


The final stage was to deal with the vaginal prolapse and 
Stress incontinence. This portion of the operation did not 


' present any difficulty. It was carried out by fixation of the 


vaginal vault to the already approximated ilio-coccygeal 
fibres and a urethroplasty, with special attention to the 
approximation of the upper pubo-coccygeal muscles to 
provide for elevation of the neck of the bladder. 


The operation occupied almost three hours; but with 
the help of intravenous therapy, the patient’s condition on 
leaving the theatre was very good indeed. 


Post-operative Care. 


- For the first week after operation, the patient complained 
quite understandably of very severe sacral pain, relieved 


only by morphine administered every six hours. The 


patient’s general condition, pulse and temperature remained 
very good. The indwelling catheter was removed on the 
fifth morning and, to our surprise, the patient passed urine 
without difficulty. During the first week there had been no 
fecal leak whatever. On the seventh evening an aperient 
was administered with good result; but it was found that 
the patient still had some degree of feeal incontinence; 
this gradually decreased, apparently as the sphincter 
healed and again became functional. 


Foliow-up. 


At follow-up examination eight weeks after the date of 
operation, there was no rectal or vaginal prolapse whatever 
on straining, standing or walking. 


Fourteen months after operation, the rectum and vagina 
were still in position and had not prolapsed. There was no 
urinary stress incontinence, and the patient reported 
passing a normal formed stool each morning. However, 
should the patient develop diarrhea from any cause, there 
was still a slight fecal leak; otherwise she has complete 
pelvic comfort. 


Comment. 


Fourteen. months is not a sufficiently long follow-up; but 
it is believed that as the vagina and rectum are now 
encased in a bedding of fibrous tissue, with insoluble 
sutures still in position, recurrence of vaginal or rectal 
prolapse is almost impossible. The recurrences following 
her three previous operations all took place within one 
month of the operation. It is thought that complete 
sphincteric control may never be regained. With looseness 
of the bowels, I should think that at her age and with a 
formerly lacerated sphincter, complete tone may never 
return. She must regulate her dietary habits accordingly. 


Summary. 


A very rare combination of recurrent rectal prolapse, 
recurrent vaginal prolapse, fecal incontinence and urinary 
stress incontinence is reported. Details of a new technique 
for the surgical relief of prolapse of the rectum in the 
female are outlined. 
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HYPERCARBAIMIA. 


By N. C. Drummonpn, G. A. Stmpson anp E. M. THOMAs, 
Wauchope, New South Wales. 


Tue resuscitation of the shocked patient will always be 
a subject of much research, experiment and discussion. 
However, a. very important condition, which is almost 
universally omitted by writers on this subject, is that of 
hypercarbemia. This condition would appear to be 
relatively common today, when anesthesia includes the 
following: (i) drugs which (a) paralyse the central 
nervous system—pethidine, morphine, “Omnopon”, ‘‘Pento- 
thal’, and (0b) paralyse the skeletal muscles—the 
relaxants; (ii) apparatus which, owing to its mechanical 
nature, encumbers breathing. (We here assume that the 
use of the closed circuit of the circle type has been largely 
abandoned as being excessively dangerous.) 

A patient after operation may, by reason of the above- 
mentioned factors, have a tidal exchange adequate to deal 
with oxygenation, but inadequate to remove carbon dioxide 
from the blood. Moreover, the carbon dioxide “build-up” 
may be enhanced by the nature of the operation, as in lung 
resection, and in operations on the nose, mouth and larynx 
or on the diaphragm. 

The condition also applies to many medical disorders— 
eg., severe pneumonia, tracheo-bronchitis, myasthenia 
gravis, cor pulmonale and barbiturate poisoning, to men- 
tion a few. 

The treatment is simple, but extremely important, as 
carbon dioxide “build-up” forms a vicious circle. Although 
a little hypercarbemia causes an increased tidal exchange, 
a high level causes a much decreased exchange. 


“Lethidrone”’ (narlonorphine) antagonizes the action of 
morphine and pethidine; atropine and “Prostigmin” in 
combination antagonize the “competitive group” of 
relaxants. All tissues involved in the mechanism of 
respiration must be handled gently by the surgeon, and 
the carbon dioxide must be washed out by a flow of 
oxygen at the rate of at least eight litres per minute, and 
by-the use of a carbon dioxide adsorber, preferably on a 
Water’s head with a cuffed endotracheal tube. 

The following case, which occurred in our practice 
recently, illustrates the condition. 


Clinical Record. : 

Mr. A., aged 40 years, presented with a swelling in the 
floor of the mouth on the right side, which caused difficulty 
in speech; he also suffered from lethargy and severe 
drowsiness, and he was unable to cope with his work as 
foreman of a forestry gang. After very mild exertion 
he was extremely tired, and would have to sit down to 
rest. He then would quickly fall asleep, but when ne 
woke up or was roused by his work-mates, he was still 
very lethargic and weak. In addition, the relatives com- 
plained that his breathing was extremely noisy at night. 
When the noise grew to a peak crescendo he would be 
found deeply cyanosed, and could be woken up only 
with much difficulty. The lethargy and drowsiness wore 
off during the day, and by evening he was almost normal. 
These symptoms had been increasing in intensity over 
the past four years, and when he was examined by one 
of us a short time ago he was seriously contemplating 
giving up his job, as he felt quite unable to cope with it, 
and he felt in fact that he had not long to live. Less than 
a@ year previously he had consulted a physician in Sydney, 
who had diagnosed myasthenia gravis and had commenced 
oral treatment with “Prostigmin”, although no therapeutic 
tests specific for myasthenia gravis were carried out at 
the time. The treatment did not improve his condition, 
and in fact the patient discontinued the use of this 
preparation voluntarily because of severe abdominal pain. 

Subsequently he came under our care, and we diagnosed 
a tense cystic sublingual tumour, which was unattached 
to- any other tissues and was unaccompanied by any 
palpable glands in the neck. We decided to explore this 
tumour under general anesthesia. 
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Prior to operation a test dose of 0°5 milligramme of 
1-tubocurarine was given intravenously, and as no effects 
were noted, a total of five milligrammes was given. This 
resulted in only a slight ptosis of both upper eyelids. To 
our minds this absolutely refuted the diagnosis of 
myasthenia gravis. 

Induction of anesthesia was undertaken with 0-8 
gramme of “Pentothal” (the patient weighed 16 stone) 
and 100 milligrammes of “Scoline”’, and a cuffed endo- 
tracheal tube was passed with much difficulty down the 
left side of the tongue. The throat was packed with 
parafin-impregnated gauze. The anesthesia was main- 
tained with nitrous oxide, oxygen and “Trilene”, and with 
pethidine given intermittently. An incision was made 
through the sublingual mucous membrane, the tumour was 
shelled out by blunt dissection, and the wound was sewn 
up with intermittent catgut sutures. The operation lasted 
25 minutes. 


After cessation of anesthesia, the cough reflex rapidly 


returned while the patient: was still in the operating 
theatre and the endotracheai tube was removed. Owing 


to the flaccidity of the sublingual muscles and inferior 


pharyngeal musculature, it was difficult to keep a clear 
airway, until a naso-pharyngeal-tube was inserted. During 
the following six hours intermittent obstruction occurred, 
sufficient to cause cyanosis, but clearance each time 
resulted in a return to normal colour, until the patient 
suddenly “collapsed”, with shallow periodic breathing 
entirely abdominal in nature, flaccidity of the limbs, a 
bounding slow pulse and pin-point pupils. The patient 
appeared to be dying, although he remained pink and was 
presumably adequately oxygenated. 

It was then realized that the patient’s condition was 
due to a carbon dioxide “build-up”, and that he was in 
fact anesthetized by it to such a degree as to cause deep 
narcosis. A number 9 endotracheal tube was passed by 
the nasal route, and assisted respirations with an oxygen 
flow of 10 litres per minute resulted in a marked improve- 
ment of voluntary respiration, and the patient returned 
to a semi-comatose state. On cessation of the assisted 
breathing, the coma returned within five minutes. 


A carbon dioxide adsorber was included in the artificial 
resuscitation circuit, and assisted breathing was carried 
out for one and a half hours. The patient rapidly improved 
and became cooperative. We explained the position to 
him, and he signified his understanding of it by nodding 
his head. We then discontinued the assisted respiration 
and instructed him to breathe deeply and slowly through 
the endotracheal tube. When we were satisfied of his 
complete cooperation, a Phillips airway was substituted 
and he was sat up in bed. He was still extremely drowsy, 
and the nursing staff was instructed to keep him awake 
for the next 10 hours. Atropine (1/50 grain) was given 


every four hours by mouth post-operatively to reduce 


salivation. 
The, patient made a subsequent uneventful recovery. 


An interesting sequel was that on full recovery he 
observed, unasked, that he now woke up in the morning 
without any difficulty, that the drowsiness and lethargy 
had disappeared, and that he felt fitter than he had: done 
for the previous four years. 


The pathological report (Dr. V. J. McGovern) on the 
specimen (Figure I) was as follows: 
i Macroscopic: The specimen consists of a smooth white 
tumour measuring 5°8 x 4 x 36 cms. The tumour is 
_ solid and has a homogeneous mucoid appearance. 
Microscopic: The lesion is a fibromyxoma. It may be 
due to myxomatous change in a neurofibroma. Some 
people (i.e. Willis) regard all myxomas as malignant. 
This tumour is not obviously malignant. 


Comment. 

It is our belief that this man had been the victim of 
increasing hypercarbemia resulting {rom partial obstruc- 
tion of the upper air passages. The carbon dioxide would 
accumulate during the night and would be gradually blown 
off —— the day, but would tend to increase again with 
exertion. : 


‘The post-operative collapse, in our opinion, was 
undoubtedly due to hypercarbemia, as the simple treat- 
ment we have outlined quickly improved his condition and 
led to complete recovery. The factors precipitating the 
collapse were the increased obstruction due to the 
additional flaccidity of the oro-pharangeal muscles follow- 
ing previous stretching by the tumour, operative inter- 
ference, anesthesia and the post-operative administration 
of morphine (one-quarter of a grain). ; 


Ficsurn 
“The tumour removed at operation. 


It is very unfortunate that we had no facilities in this 
country town to enable us to-determine arterial carbon 
dioxide levels pre-operatively and in the post-operative 
state of collapse, and so absolutely confirm the diagnosis 
of hypercarbemia. 

We consider that the question of hypercarbemia should 
receive much more prominence than it has had to date, 
and that the results of experimental work on the problem 
of hypercarbemia in the présence of adequate — 
should be more widely publicized. 


Books Received, 


[The mention of a book in this column does not imply that 
no review will appear in @ subsequent issue.] 


“Co. tive Aspects of Hemolytic Disease of the New- 
‘a be: 1957. London: 

William Heinemann ks), Limited. 13” x 43”, pp. 
200... Price: 17s. 6d. (English 

A short account of seams views on hemolytic 
disease and immediately related matters. 


Biochemical Analysts", edited by David Glick ; 
New York and London: by Daw Pub- 


“Methods of 
Volume 5; 1957. 
9” x 6”, om. 512, with many illustrations. 
Price: $9.50. 
Contains eight individual contributions. 
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FLUORIDATION OF PUBLIC WATER SUPPLIES. 


Frivormation of public water supplies is still a live 
controversial issue. Informed and responsible opinion is 
still divided on its effectiveness as a prophylactic measure 
against dental caries and even on its safety. It must be 
acknowledged that the general trend seems to be towards 
its acceptance as a sound public health measure, and as a 
matter of practical politics a good case can be put up. for 
this. This is exemplified in a recent report from New 
Zealand.* 

In November, 1956, the New Zealand Government set 
up a Commission to inquire into the desirability or other- 
wise of the fluoridation of public water supplies. Its 
members were: Wilfred Fosberry Stillwell, Judge of the 
Arbitration Court; Norman Lowther Edson, Professor of 
Biochemistry; and Percy Vernar Esmond Stainton, 
Merchant. Its terms of reference were to inquire into and 
report upon the following matters: - 


(1) Whether benefits to dentni health may reasonably 
be expected in New Zealand from the addition of 
fluoride to public water supplies, having regard to the 
results of the fluoridation of water supplies in other 
countries; 
' (2) Whether any disadvantages may result from the 
addition of fluoride to waters naturally containing less 
than one part of fluoride per million; — 

(3) Whether it is desirable or expedient that local 
authorities should be permitted to decide on such 
addition for the benefit of residents, particularly 
children, of their districts; 

(4) Whether there are any practicable methods of 
adjusting the daily intake of fluoride other than by 
additioh to the water. consumed; 

(5) Whether, and to what extent, the Government 
should take any steps in relation to the powers or 
actions of local authorities in respect of any of the 
foregoing matters; 
and. generally to inquire into and report upon such 

’ other questions coming to your notice in the course of 
your inquiries into the foregoing matters as you con- 
sider should be investigated in connection therewith. 

Public hearings took, place in various places throughout 
New Zealand, a great deal of evidence was sifted, docu- 
ments were examined and further information was 
obtained from overseas. The consequent report, which 
was presented in July, 1957, and has since been printed, 
is an important document, which should be studied by all 


who are interested in the question of fluoridation. It 


1“The Fluoridation of Public Water Puppies : Report of the 
Commission of Inquiry’, presented to the House of Repre- 


sentatives by Command of His Excellency; 1957. Wellington: 
R. price . 


E. Owen, Government Printer. 93” x 63”, pp. 240. No 
stated. 


records a painstaking and sincere search for the truth of 
the matter, which must be respected even by those who 
do not endorse all the conclusions reached. 


It is impracticable to reproduce here even the summary 
of the Commission’s conclusions, but its essential attitude 
may be seen from the replies to the requirements of the 
terms of reference. To the first of these—whether benefits 
to dental health may reasonably be expected from the 
addition of fluoride—the answer is: Yes. To the second— 
whether any disadvantages may result—the answer is: No. 
On the questions of decisions by local authorities, and 
related steps to be taken by the Government, the Com- 
mission is of opinion that local authorities are established 
for the purpose of making community decisions and should 
be permitted to decide whether or not public water supplies 
should be fluoridated, subject to certain provisions of the 
Municipal Corporations Act; but a national body should be 
established charged with the duty of encouraging, advising 
and assisting local authorities in regard to the installation 
and maintenance of fluoridation plants, it should have 
authority to require compliance with appropriate and 
uniform standards, and those standards should be laid 
down by the Government. On the question of alternative 
methods, the Commission concludes that (i) there is no 
practicable method of adjusting the intake of fluoride other 
than by addition of that substance to public water supplies, 
and (ii) no alternative suggestion would be effective as a 
public health measure. 

The Commission’s conclusions on the question of the 
impact of fluoridation on personal rights are of particular 
importance: 

(a) The avoidance of fluoridated water might cause 
inconvenience, but in no case would its use be com- 
pulsory. 

(b) The process does not involve medication of com- 
munity supplies. 

(c) Humans have an inherent right to water as one 
of the essentials of life; but not such wide interests in 
regard to community water supplies which are merely 
one of the means of providing it. 

(d) No question of personal liberty arises in regard 
to fluoridation. 

(e) As the process would not be acceptable if it were 
ineffective or hazardous, any objections to it based on 
personal right should be evaluated as objections to a 
es measure which is not merely beneficial but 


These conclusions will undoubtedly be hotly disputed by 
many people who regard the question of personal rights as 
a@ major issue in relation to fluoridation, although they 
are more convincing when read in context. One point that 
is probably not well known is that fluoride can be removed 
from a household water supply by means of a domestic 
chemical filter. However, one cannot help feeling irritated 
by seeming quibbles and thinking that they will be seized 
upon and used by the more extreme anti-fluoridationists, 
whose violent and often misleading propaganda has 
bedevilled the whole discussion on fluoridation. Perhaps 
that cannot be helped. All in all, the New Zealand report 
must be respected and adds a good deal of weight to the 
broad case for fluoridation. The Commission was asked 
certain questions, and it has answered them unequivocally. 
This requires courage, and is a virtue in a practical public 
issue such as this when it is accompanied by sincerity. 
Practical politics require a “black or white” decision if it 
can be fairly made. 
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_ On the detached scientific level the position is otherwise. 
While the evidence for fluoridation remains open to such 
criticism as that levelled against it by Philip R. N. Sutton 
and Sir Arthur Amies in relation to its effect on dental 
caries (see page 139), or by C. G. Dobbs" in relation to its 
safety, its position cannot be said to be established. It 
should be emphasized that this is a question of the 
evaluation of scientific evidence. Honest doubt and con- 
tinued sincere questioning can only do good. They may 
not fairly be used as ammunition for further attacks by 
the anti-fluoridationist or as grounds for heresy charges 
by the fluoridationist. They will help to ensure a proper 
examination and assessment of the experience of com- 
~ munities which accept fluoridation of their water supplies. 
Positive adverse evidence damns fluoridation no more than 
a@ great many other things accepted in our community, and 
there is no doubt that it will be increasingly introduced. 
Cautious and even sceptical appraisal of its effects’. will 
serve only to bring out whatever true merits it has as a 
public health measure. 


Current Comment. 


DISEASES OF THE BREAST. 


A RECENT issue of The Practitioner (September, 1957) 
contains a valuable symposium on diseases of the breast, 
which should be of interest to those who do not have 
regular access to specialist journals. This symposium is 
made up of seven articles, four of which review different 
aspects of cancer of the breast, and together provide a 
renames of the latest views on the various problems 

volved. 


An article on the epidemiology of cancer of the breast 
sets out the statistics in support of the now generally 
accepted thesis that the incidence of this disease is 
appreciably increased among women who are infertile, 
and is higher among those who marry late as compared 
with those who marry early. There is some compensation 
in the fact that exactly the opposite holds true for cancer 
of the cervix. In Britain there is no evidence of recent 
increase in mortality from breast cancer, any increase 
in incidence due to social being apparently offset 
by improved ‘survival figures. The death rates from 
breast cancer in the several age groups are closely similar 
in Britain, Denmark, the United States and New Zealand, 
but in Japan, among women above the age of 50 years, it 
is only one-fifth of the rate experienced in the other 
countries mentioned. This discrepancy is apparently real, 
as indicated by the statistics for other forms of cancer. 
In Japan the incidence of cancer of the cervix is very 
high, and the combined incidence of breast and cervical 
cancers is approximately the same as the combined 
incidence of these two conditions in England. The low 
incidence of cancer of the breast in Japan is associated 
with early marriage, large families and prolonged lactation 
(the average lactation period. per child in rural areas is 
between 17 and 18 months). It is suggested that lactation 
has a protective action against later development of breast 
cancer, and that there is an inverse relationship between 


the total duration of lactation during reproductive life 


and the incidence of breast cancer. 


- Two other articles deal with the influence of hormones 
on breast cancer—about 40% of breast cancers are 
demonstrably hormone-dependent—and the place of 
adrenalectomy and hypophysectomy in the treatment of 
breast cancers with metastatic spread. The relief obtained 
is in some cases dramatic, but the benefit is only tem- 


1 Brit. Dent. J., 1957, 103: 267 (October 15). 
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porary, and the question is posed: to what extent and in 
what circumstances are such radical measures justified? 


‘The fourth article is a general discussion of. treatment, 
in which the author tends to favour routine radical 
mastectomy in stage I cases as against simple mastectomy 
combined with routine radiotherapy; the value of extended 
radical mastectomy is regarded as being still open to 
discussion. 


Of the remaining articles, that on chronic mastitis deals 
with a subject which concerns all general practitioners. 
The writer of this article suggests that chronic mastitis is 
a bad term, implying a state of disease which does not 
exist. The condition commonly referred to by this name 
is in fact a physiological state, no single element of which 


-ean strictly be regarded as abnormal; it is to be dis- 


tinguished from cystic disease of the breast. It is 
emphasized that there is no evidence to suggest that 
painful or vaguely nodular breasts may have an increased 
predisposition to subsequent development of malignant 
disease. 


ROOTS OF MODERN PSYCHIATRY. - 


. Wuite the present era has been termed the “Age of 
Anxiety”, Mark Altschule' considers that there is a more 
intense preoccupation with anxiety rather than a real 
increase in its incidence. The Freudian and allied schools 
may be regarded as responsible for making anxiety the 
core of the’ problem of emotional disorders. Altschule 
writes about a theory, dating from Galen, that the pineal 
body acts as a ball-valve controlling the flow of nervous 
fluids in the brain. Galen’s three “souls”, vegetative, 
intellectual and spiritual, are then suggested as the fore- 
runners of Freud’s Id, Ego and Super-ego.. Present-day 
Ego-psychology is traced back to Aristotle’s doctrine of 
essences. Harlier “shock” therapies, especially the bain 
de surprise and the circulating swing, receive special 
mention. Unconscious cerebration, including subconscious 
influences on behaviour, was, of course, recognized long 
before Freud; but Altschule doubts whether twentieth 
century contributions are advances, since investigations 
based largely on introspection often prove to be of doubtful 
validity. ‘Stahl’s belief in opposite propensities in the 


years. 
_ In his essay “Venus Ascendant”, Altschule informs us 
that Venus was originally the goddess of growth and of 
the beauty of nature. In every generation soft living and 
lax morals have been regarded as evidence of general 
decadence and as major causes of mental disorder. In 
the middle of last century, Maudsley wrote of the 
“feverish activity of life’. But there have always been 
and there will continue to be those who are insufficiently 


endowed to keep pace with developments in civilization. 


In the final chapter, headed “The Greek Revival”, Dr. 
Altschule takes Freudism to task for careless and biased 
evaluation of evidence, slovenly scholarship over mytho- 
logical analogies and poverty of invention. We are invited 
to choose between accepting ancient, especially Platonic, 
theories and awaiting further developments in physiology 
and experimental psychology. Psychiatry continues to 
suffer from too much theorizing and observations based 
on unverified or even unverifiable data. A little more of 
the Kraepelinian approach and less of Freudian precon- 
ception is badly needed in some quarters. How many 
present-day theories are mere rationalizations for what 
empirically appears to be of value in clinical procedures? 


‘The wide range of literature covered by Altschule by 


reference and quotation in a short space makes the 
contents of this interesting and instructive book hard to 


odern Psychia H Essays in of 
tion of Evelyn Russ; 1957. New York and London: Grune and 

ted. 9” x 6”, pp. 192, with 15 fllustrations. 


body, tending to decay and to life and health, preceded 
Freud’s life and death instincts by some two hundred ; 
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assimilate. But if the reader is encouraged to turn to 
sources such as Griesinger, Freuchtersleben and Maudsley, 
he will be better equipped to winnow a few grains from 
the chaff in current philosophies of psychiatry. 


THE STATISTICAL CLASSIFICATION OF CAUSES 
OF DEATH. 


A MANUAL has been issued which is a guide to the 
seventh. revision of the internationally used statistical 
classification of causes of death. The sixth revision, first 
used in Australia for the classification of deaths for the 
year 1950, made some radical changes. First, a convenient 
three-digit code, leaving blanks in the series if necessary, 
was introduced. Second, an attempt was made to expand 
the classification so that it could be used for surveys of 
morbidity as well as of mortality. Third, a fundamental 
change of grouping into classes and subclasses was made. 
Fourth, in the statement of the causes of death in infancy, 
special notice was taken of prematurity. As the Classifica- 
tion now stands, there are 17 main sections. The first 
deals with diseases caused by well-defined infective agents, 
and the second with neoplasms. Then four sections are 
given to the allergic, endocrine, metabolic and nutritional 
diseases, The remaining diseases are grouped by 
anatomical sites, with special sections for puerperal 


diseases and diseases of early infancy. The last section - 


deals with violent and accidental causes. Some notable 
difficulties arise in making any assignment of deaths from 
the rheumatic group of fevers and from hypertension. 
The expert committees have expressed division of opinion 
on these topics, and some changes may be anticipated in 
the future Classifications. 


The Seventh Revision Conference expressed its view 
that the Classification could be expanded successfuily to 
act as a diagnostic index to hospital case histories, and 
we may expect the Classification to play a larger role in 
hospital and morbidity statistics in the future. The 
present volume gives the complete Classification and 
regulations covering its use. The only textual changes 
from the previous revision are in the introduction and 
regulations. A second rename will follow, giving an index 
to this Classification. 


LONG-STANDING INTRABRONCHIAL FOREIGN 
BODIES. 


J.S. A. Linton? has usefully reviewed 16 cases of inhaled 
foreign body, in all of which the foreign material had been 
in the bronchial tree for some months and in several cases 
for three to six years. About a third of the patients gave 


' @ history of inhaling a foreign body; a third recalled some 


significant ‘episode subsequently, and the remainder 
remembered no relevant incident. The presence of a 
symptom-free latent interval, perhaps of several months, 
and the episodic nature of the symptoms in some cases 
may tend to obscure the diagnosis. Cough and purulent 
sputum occurred in all cases at some stage, while hemop- 
tysis, sometimes severe and freqyently recurrent, was noted 
in about half the series. 


Physical examination reflected the presence of complica- 
tions. ~No record of localized wheezing, heard by the 
patient, or of localized rhonchi, was made in any case. 
Nonetheless, as R. N. Johnston and his colleagues’ have 
stressed, these are common findings in the presence of 
bronchial obstruction, although they are overlooked unless 


1“Manual of the International Statistical “poy of 
s, Injuries and Causes of Death.’’ Based on the recom- 

mendations of the Seventh Revision Conference, 1955, and 
adopted by the Ninth World Health Assembly under the WHO 
Nomenclature Regulations; International Classification of 
Diseases; Volume I; zoe. Se Geneva : i World ‘Health Organiza- 
tion. 93” pp. 436. 

Thoraz, 1957, 12: 164. 

Brit. M. J., 1954, 1: 799. 


special inquiry or search is made. Radiographs showed 
the various possible complications, such as collapse, con- 
solidation or cavitation; metallic foreign bodies were 
identifiable, but teeth and bone fragments may be missed, 
particularly when there is adjacent tissue opacity. Both 
types of foreign body may be confused with calcification in 
hilar glands. Bronchography showed bronchial damage, 
obstruction or distortion, but was of no value in differential 


diagnosis, 

Linton emphasizes the significance of the bronchoscopic 
finding of “‘heaped-up, friable granulation tissue” even 
when the foreign body itself is not visible. On the other 
hand, it is understandable, particularly in the middle-aged 
male smoker, that experienced bronchoscopists reported 
this appearance as carcinomatous in five of his cases. In 
fact, three of six patients admitted to hospital with a 
provisional diagnosis of cancer were operated on as 
suffering from carcinoma; this may mean an unneces- 
sarily extensive resection, but it is conceivable that this 
diagnosis might be associated with a decision not to 
operate at all. 

The treatment in Linton’s view consists of removal of 
the foreign body bronchoscopically or at bronchotomy. 
This is more likely to be successful when the foreign 
body is of some inert material than when it is of vegetable 


origin. The latter, probably for several reasons, are more 


likely ‘to be associated with irreparable bronchial and 
parenchymal damage. The peculiar problems associated 
with the inhalation of barley grass inflorescences have 
recently ‘been described from Perth by R. C. Godfrey;* 
bronchoscopy was ineffective in removing the inflorescence 
in both his cases, partly because of the tendency of the 
angled “spikes” to encourage distal migration. In these 
and doubtless many other cases resection is the treatment 
of choice. Quite rightly, Linton emphasizes the more con- 
servative approach, pointing out in effect that neither the 
length of the history nor the severity of the symptoms 
nor the nature and extent of the radiological abnormalities 
necessarily indicate permanent loss of functional pul- 
monary tissue. 


THE EFFECT OF SUNLIGHT ON MILK. 


WE have now passed the longest day of the year. In 
the southern States the sun comes up each morning at 
about five o’clock, and in every suburban street, and 
outside holiday homes at the seaside and in the hills, 
bottles of miJk stand for two or three hours exposed to 
direct sunlight. Unfortunately, according to a recent 
communication from the Commonwealth Scientific and 
Industrial Research Organization, bright light has a very 
bad effect on milk. It causes the milk to develop a slightly 
unpleasant “scorched” or “cardboard” taste, and it also 
destroys most of the vitamin C and some of the vitamin B. 
The spoilage, once started, continues even if the milk is 
taken out of the light after exposure for only a few 
minutes and stored in a refrigerator. 


Six years ago, C.S.I.R.O. and the Victorian Department 
of Agriculture found that off-flavours due to sunlight were 
very prevalent in Melbourne’s milk supply, particularly at 
this time of the year. This information was passed on 
to the dairy trade, and many dairy firms and organizations 
have since given publicity to it. As a result, many house- 
holders provide a reasonably light-proof box to receive 
bottled milk. In thousands of other homes, however, no 
precautions are taken, and the household milk supply is 
regularly affected by light. The milk, as a result, tastes 
flat and insipid, if not downright unpleasant, and children 
object to drinking it. Keeping milk out of the sun is 
partly the responsibility of the dairyman and partly that 
of the customer. Dairymen should see that their delivery 
carts are covered and that milk is not exposed to sunlight 
before delivery. The householders should provide a box 
for the milk, or at least make sure that it is left in a 
shady place. By doing so, they ensure for themselves a 
better flavoured and more nutritious milk supply. 


1 Lancet, 1967, 2: 273. 
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Abstracts from Mevical 
Literature, 


PHYSICAL MEDICINE AND 
REHABILITATION. 


Conservative Management of 
Back Injury. 

D. E. Forp anp E. M. Krusen, JUNIOR 
(Arch. Phys. Med., June, 1957) have 
studied af 

ment acute injuries, 
considering various factors influencing 
response to treatment, including. the 
expectation of monetary compensation 
for the injury, the duration of sym 
before treatment, the relationship of 
duration of symptoms before treatment 
to the results of treatment, the number of 
treatments received, and the results of 
treatment at a late follow-up examination. 
The clinical material comprised over 500 
patients. The authors found that com- 
pensation patients were referred for 
treatment longer after their injury than 
were non-compensation patients. Of 
the’ latter, 88% improved with treatment, 
as compared with only 55°8% of the 
compensation patients, There was 
correlation between the duration of 
symptoms before treatment and lack of 


t. Compensation ients 


although hosp 
in the two groups, 

of tre treatment at the late — 

examination were nearly the same 


those at et discharge from physical therapy. 


Ultrasound Applied to Neuromata 
in 
D. Rusm, G. GOVERN AND R. 
KALLENBERGER (Arch. Phys. Med., Sune, 
1957) have carried out an ent on 
dogs, in which they produced neuromata 
of the sciatic nerve and applied to them 
clinically therapeutic intensities of ultra- 
sound at a frequency of one 
ear scone for eight minutes at a time; 
treatments were given, s 
days. The failed 
any histol changes in 
The sbeence of such changes, 
while insufficient to werent any 
conclusions, confirms the authors’ 
that. the pain-relieving properties eof 
ultrasound, applied to i 
neuromata man, are probably 
result of sotsttiiel rather than thermal 
factors. This is further by 
‘the knowledge that applied 
heat from any other modality] has 
effect on mneuromatous pain 
whereas ultrasonic vibrations ore. highly 
effective. The authors state that further 


M. Lowenrman axp J. 8. Tosis 
(Arch. Phys. Med., October, 1957) discuss 
may be applied to contractures occurring 


studies of 


in other clinical conditions. They state 
that contractures accompanying various 
neurological diseases play a significant 
role in the rehabilitation management of 
the patient. Immobilization and the 
undetermined of ro the 
such as pain perso \are 
underlying causes for the dev: 
contracture. The exact pa 
and even the logy are yet to be 
determined, understanding of 
ogenesis is to be expected through 
the physiol: of muscle 
such mena as 


delta 


t is 


contraction and Pp 
physiological contenctnre and the 


immediately 

the f fact thes sufficient clinical . 
exists to prevent this distressing disability. 
if those for the of 
with acute and severe neurological disease 
would learn the simple techniques for 
the vention of contractures, this 
complication could be virtually eliminated. 
The authors recommend that the term 
“‘ myostatic contracture’ be applied to 
those contractures which are ndent 
on the nervous system for their onset, 
but which, once they are fully developed, 
are maintaimed independently 


nervous system. 


Peripheral Blood Flow 
Physiological Stress. 
J. Ime, H. Gasxui1, 


A. BavEr anp H. M. Hives (Arch. PI Phys. 


Med., September, 1957) present the 
results of & study of the volume of blood 
flow in the calf region of the leg of normal 
adult human subjects and of adults with 
@ clinical diagnosis of peripheral vascular 
disease. The techniqué used was venous 
occlusion plethysmography, and the blood 
flow was measured under standard basal 
resting conditions and after a standard 
pattern of exercise. It was found that 
age had little effect on either the ters 
blood flow or the post-exercise hypersmia. 
Patients with a 


after exercise. This finding 

that the amount of hypersemic response 
to a physiological stress, such as a 
» provides a better 
evaluation of the functional status of 
the vascular. bed than measurements of 


Rehabilitation After Spinal Cord 
Injury. 

8S. H. Berns et alii (J.A.M.A., August 

1957) describe the immediate and 
follow-up rehabilitation results in an 
unselected group of 31 patients with 
severe in the lower extremities 
after spinal cord injuries. These had been 
sent to the Institute of Physical Medicine 
and Rehabilitation of the New York 
Medical. Centre 
December, 1950, and March, 

1953, 3, and were admitted to a course of 
training in self-care and mobility, bowel 
and bladder control, and psycho-social 


‘follow-up study 


tenining programmes to 
Saployae, as contrasted with 24 
been unemployed and 


dependent before admission 


to the rehabilitation programme. The 
the 
sustained effectiveness of physical and 
vocational rehabilitation for most of the 
patients. The costs of the total pro- 
gramme, including transport to and from 

rehabilitation centre, have been 
ct and demonstrate its economic 
advantages. To these economic considera- 
especially the ological gains 
to people his immediate 
environment. 


NEUROLOGY AND 


Recurrence of Intracranial 


Meningioma. 


D. (J. Neurol., Neurosurg. 
Psychiat., February, 1957) analyses the 
Radcliffe Infirmary. divi divides them into 
four grades, depending on the extent of 
the operation, In grade I the tumour, 
its dural attachment and al) epee 
extradural extensions were resected. 
this group the recurrence rate was 9% 
In grade IT, in which the visible tumour 
was totally Temoved but ite dural attach- 
ment merely coagulated with the endo- 

y cautery, the recurrence rate was 
19%. In III, macroscopically 
complete removal of the tumour was 
effected without resection or coagulation 
of its dural attachment. Treatment in 
grade IV consisted of partial removal 
only, some intradural tumour left 
in situ. In grades III and the 
recurrence rate was much higher. The 
chief cause of recurrence 4 to be 
unnoticed invasion of @ dural venous 
sinus, unsuspected spread across a 
free dural septum. A common post- 
operative tom was epilepsy, which 
Goourred in 43% Of the bub in 
recurrence, in the remainder being pre- 
sumably due to cerebral gliosis. 


Post-Partum Mental Iliness. 


M.. Founpgur, ©. Fixsen, W. A. 
TRIEBEL anv M. A. Waurre (Arch. Neurol. 
& Psychiat., May, 1957) discuss a con- 
trolled study on post-partum mental 

iliness. | was, undertaken 
an attemp clarify various aspects 
definition, incidence, pathology, dynamics 
and _ prognosis. Their conclusions were : 


@ stronger pre- 
disposition to post-partum mental illness 
than did any other group. (iii) Almost 
one-half of these post- 
illnesses were in reaction to the birth of a 
second or a later child. 


t like an 
‘was 


found 
level of 


peripheral vascular disease showed normal 
values for resting blood flow, but showed 
the resting blood flow. 
@ disease entity in itself. (ii) No one 
experimpntal studies are required to 
separate more accurately and scientifically 
the effective components of clinically 
applied ultrasound. 
ae and vocational adjustment. Complica- 
pane. necessitated additional surgical or medical 
care during the training périod. Each 
patient was studied again not less than patients had the same prognosis as did 
; one year after returning home. At this ee (vi) Three out of four 
time. 13. were in full-time employment post-partum mental patients 
and 10 others were following vocational have 


‘horn cells considerable 


The mental dist 
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years after hospitaliza- 


i) The chance of a subsequent 


mental illness following another pregnancy 
was only one in seven in the sample under 


review. (viii) The post-partum mental 
patient has a favourable prognosis. 
Changes in the Nervous System 
in Acute Porphyria. . 
_R. Himrons (Brain, June, 1957) 


In the anterior 


occur, which are probably metabolic in 
origin, due either to a direct toxic effect 
or to a homologue-blocking enzyme. 
There is as well central ehromatolysis 
result from heral nerve ns, 
due to a direct, possibly reversible, 
metabolic effect of the disease, and this 
may result in some loss of neurons in the 
brain and cerebellum similar to that 
which occurs in the spinal cord. : 


 Meralgia Paresthetica. 
_H, Srevens (Arch. Neurol. & Psychiat., 


June, 1957) discusses meralgia parcesthetica. 


© lists the symptoms as pain, numbness, 


or other 


cutaneous nerve of the or ing i.e. thigh, 
the antero-lateral aspect 

usually in an elliptical patch and oe 
unilateral, There is no motor disturbance. 


-In many cases studied there is no good 


explanation as to causation. The site of 

of the nerve through the i 
may be sites of com ion. Dissection of 
the nerve in 47 cadavers revealed multiple 
variations of the nerve, but none that 
would necessarily cause vulnerability. 
Other causes of a non-specific neuritis 
of similar distribution are 
neoplastic and ive disease. The 
treatment of the condition is explanation 
and reassurance. 


Diabetic Ophthalmoplegia. 
P. M. AND Apr 
N Pi 
Avams (Arch. sychiat., 


plegia. hat, paralysis 
nerves can Qccur as 


of 
diabetes mellitus. The ophthalmep 


lic division 


J. M. Buren, J. L. Poprenw anp 
G. Horrax (Brain, June, 1957) discuss 
unilateral thalmos in 86 cases. 


from any cause. The clinical characteristics 
of fie in vision, 
affecting visual acuity and producing 
scotomate or peripheral field constriction ;. 
(ii) changes in the optic papilla, seen as 
either papilledema or optic atrophy ; 
(iii) changes imtra-ocular muscle 
function; (iv) changes in extra-ocular 
function. If extra-ocular function was 
disturbed, the superior rectus was the 
muscle most frequently involved, but 


the reasons why this was so are not clear. 


Relationship Between the Wernicke 
and the Korsakoff Syndrome. 
N. Matamup anv §. A. SKILICORN 
*(Arch. Neurol. & Psychiat., December, 
1956), writing on the relationship between 


the Wernicke and the Korsakoff 
produce prthological evidence 
that the. the brain ate of Korsakoff’s 


and cta) the 
mammillary bodies and dorso-medial 
nuclei of the thalsmus, and less frequently 
in the brain ster: and cerebellum. The 
distribution of the lesions is identical 
with that of Wernicke’s syndrome. Their 
i indicate that the Wernicke and 

ff syndromes are identical dis- 

orders, resulting directly or 

from thiamine deficiency. 


Observations in Manic- 
Depressive Disease. 

L. Cassipy, N. B, Fuanacan, 
anpd M. E. Conen 
WA. M.A., August 3, 1957) make clinica) 
ions in manic-depressive disease. 
From 249 psychiatric patients with. the 
diagnosis of manic-depressive disease a 
group of were selected 


mean age of onset for men was 41:2 
years and for women 41-4 years, and no 


evidence was found to justify the con- 


tinued use of the phrase “ involutional 
melancholia”? as implying that there is 
anything distinctive about the depression 
-of women near the menopause. The 


to poor concentration, poor sleep and 
low mood, which were more frequent 
in the manic ive group. Fear of 
essive disease. Episodes 
of various kinds were common in these 
patients, and the “anxiety attacks” 
that occurred in about one-third of them 
were extremely rare in patients with 
medical disease. The patient’s own 
impression as to the precipitating event 


was ey wrong or improbable. 


Joast part “of the problem called alcoholism 
seems related to 


disease. 
Some symptoms, such as thoughts of 
yom: ‘are rare 
in medical patients and characteristic 


of the manic-depressive patients, The 
consequences of this illness include 
alcoholism, losing jobs, marital infidelity, 
unhappy marriages, business failures, 
lawsuits and automobile accidents. ‘These 
serious consequences, the worst of which 
is death by suicide, make it important for 
doctors to learn to diagnose this common 
disease accurately. This can be done aoly 
the simple clinical pointers presen 
Knowledge of these facts is essential for 
the diagnosis and treatment of manic- 
depressive disease, which is one of the 
commonest of psychiatric disorders, 
The Nature of Hypnosis. 


A. Meares (Arch. Neurol. Psychiat., 
May, 1957) reviews theories of hypnosis 
and discusses his own views in the light of 
his own observations. He maintains that 
none of the present theories explains all 
the phenomena of hypnosis. Suggestion 
is the process which determines. the 
uncritical acceptance of ideas. It is 
shown that suggestion is particularly 
active in the human infant, in primitives 
and in subhuman species. From this it is 
argued that suggestion is an archaic 
mental function which in past evolutionary 
periods has been the main means of 
interpersonal communication. This 
archaic function has been largely super- 
seded by the more recently acquired 
ability p logical thought. Hypnosis is 


~ Tegarded as @ regression to this archaic 


mode of mental functioning. It is shown 
that the various methods for the induction 
of hypnosis which have been evolved 
empirically produce their effect by dulling 
the intellect, and so allowing free play 
to the latent suggestive processes, or by 
stimulating the dormant suggestive 
processes into activity, or by activating 
regressive mechanisms, and so facilitating 
@ return to a primitive level of mental 
function. Superimposed on this essential 
regression, there is an overlay of psycho- 
dynamic mechanisms. Hysteroid defence, 
identification and transference are active. 
This psychod: ic overlay accounts 
for many of the more obvious features of 
the hypnotic state, and has thus disguised 
the essential regression to the archaic 
level of mental function. This hypothesis 
discussed in relation to t! main 
clinicol features of hypnosis and is 
considered to be consistent with them. 
Cerebral Changes in Severe 
Hypoglyc#mia. 

B. (Arch. Neurol. & 
Poychiat., July, 1957) re on the late 
inci ent to 

ypog' youmia in two’ patients 
experienced severe degrees of insulin 
shock through over-dosage. These patients 
survived long enough for the changes in 
the cerebral grey matter to attain 4 
chronic stage. Extensive laminar necrosis 
of the cortex and destruction of the 
corpus striatum were t in both cases, 
as well as diffuse cellular ular damage in less 
severely injured zones. These changes are 
identical with those late changes following 
severe degrees of cerebral anoxia in cases 
of carbon monoxide poisoning, nitrous 
oxide anzsthesia, 
tion, cardiac standstill and prolonged 
shock. The findings in these cases support 
the theory that insulin shock is but 
another form of cerebral anoxia with 

its secondary effects on vasomotor 
function. 


nervous system in five cases of acute 
porphyria. He considers that the 
nerve lesions result 
ring 
ral 
patien OSspitel lagnoses 
recognized medical diseases. Data were ; 
obtained by. clinical examination, 
laboratory tests and questionnaire. The c 
; 
was studied. Many “ medical ’’ symptoms, 
bdominal pain, ‘ 
anic-depressive 
ly sick controls, 
Mstripuvlon OL the erences related 
of the fifth nerve. - They found that I 
their case the major pathological changes 
in the third cranial nerve 
enlargement of the nerve ‘eatures 
neuropathy. 5 
Unilateral Exophthalimos. 
lesion may be _intra-orbitel, orbital or 
retro-orbital.. The type of lesion was in the manic-depressive patient. Investi- 
tion of the family history showed 
a of the optic nerve, neurinome, 
mesenchymal lesions (osteomata, hem- 
 angiomata and lymphangiomata), 
dysplasia, malignant mesenchymal : 
tumours and disproportion between the 5 
| orbital contents and their bony container 
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British Wedical Association. 


ANNUAL MEETING. 


up annual meeting of the Queensland Branch of the 
British Medical Association was held at British Medical 
Association House, 88 L’Estrange Terrace, Kelvin Grove, on 
September 14, 1967, Dr. Feiix ARDEN, the President, in the 


chair. 
MINUTES. 


The minutes of the previous annual meeting, held on 
August 25, 1956, were read and confirmed. 


ANNUAL REPORT OF THE COUNCIL. 


The annual report of the Council for the year ended 
June 30, 1957, was received and adopted. The report is as 
follows. 

The Council has pleasure in presenting the sixty-third 
= noes of the work of the Branch for the year ending 

une 1957 


Membership. 


The membership of the Branch is 1216 plus six honorary 
life members, as against 1163 and nine honorary life members 
in 1956, making a total gain of 50. There are also 81 honorary 
associate members, 13 of whom were elected this year. 
Twenty-eight honorary associate members were elected to 
full membership on graduation. 

The gains were: new members, 60; transfers from other 
branches, 61; members reinstated, 3. The losses were: 
members transferred to other branches, 43; deceased, 16; 
resigned, 2; struck-off; 3 (owing to non-payment of sub- 
scription). 

The following, by virtue of their fifty years’ membership 
of the British Medical Association, have become honorary 
life members: Dr. A. B. Carvosso, Dr. Ernest Culpin, Dr. 
—_ Greenham, Dr. W. Wallis Hoare, Dr. Val McDowall 

and Dr. Charles E. Williams. : 


Obituary. . 


It is with deep regret that we record the deaths of the 


following distinguished members: 


Dr. Thomas Arthur Price; the Honorary Vice-President of 
the Branch. Dr. Price qualified in Edinburgh in 1899 and 
first registered as a medical practitioner in Queensland on 
June 7, 1900. From 1906 to 1946 he was Honorary Surgeon 
(Ear, "Bye, Nose and Throat) at Toowoomba General 
Hospital and served in a similar capacity from 1922 to 1946 
at St. Vincent’s Hospital, Toowoomba. He was a member 
of the Federal Council of the British Medical Association 
in Australia from 1935 to 1944 and was _ twice elected 
President of this Branch (1934 and 1937). In recognition 
of his long’and distinguished career he was elected Honorary 
Vice-President of the Queensland Branch in 1938. He served 
as Mayor of Toowoomba during the First World War and was 
best known to the public for his energetic campaign to 
rid that city of mosquitoes. As a token of the regard in 
which he was held there, the Civic Centre at Pg 
was named after. him. He was undoubtedly the leading 
medico-politician in 1937-38 when he campaigned throughout 
Australia on National Health Insurance and the provision 
of a Medical Service for Australia. , 


Dr. Eleanor Elizabéth Bourne was born in Brisbane and 
was educated at the Brisbane Girls’ Grammar School and 
the University of Sydney. In 1903 she graduated in medicine 
and surgery and returned to Brisbane to become the first 
Woman junior resident officer at the Brisbane 
. Hospital. She later became Superintendent of 
Brisbane Children’s Hospital, and from 1910 to 1914 bela 
the position of Medical Inspector of State Schools in Queens- 
land. In 1920 she became Assistant Medical Officer at the 
city of Carlisle in England, and did not return to Brisbane 
until 1938. Dr. Bourne was founder-president of the Standing 
-Committee of the Women’s College of the University of 
Queensland. She was an Honorary Life Member of the 
British Medical Association. 


Dr. Otto Saddler Hirschfeld was born in Brisbane and 
educated at the Brisbane Ciueanbar 1 School and University of 


nsland where he graduated in science in 1919. In 1923 
medicine from the University of Melbourne. 


Quee 
graduated in 


’ bathers was named 


of attendance is as follows: 


He became a physician at the Brisbane General Hospital 


- in 1928. Dr. Hirschfeld was Chancellor of the University of 
. Queensland from 1953, 


having been first elected to the Senate 
in 1950, and had been senior physician at the Brisbane 
General Hospital since 1938. He had specialized knowledge 
of diabetes and had been a clinical lecturer in medicine at 
the university since 19388. 

Dr. Hugo Filecker graduated in medicine and surgery from 
the University of Sydnd¢y in 1908 with honours in anatomy. 
He practised in New South Wales and Victoria for some 
time, moving to Cairns in 1932. Dr. Fiecker obtained 
recognition for a number of works on radiological matters. 
He_was a Fellow of the Royal Geographical Society and was 
a keen naturalist. Apart from medicine Dr. Flecker’s main 
interests were botany and marine life. He was particularly 
interested in the effects of stings by marine -organisms, and 
a recent honour was conferred on him when a jellyfish 
suspected of being the cause of sudden death amongst 
hironex Dr. Flecker 
served with distinction in both World Wars. 

It is with deep regret that we also record the deaths of Dr. 
J. M. Ballantine, Dr. 4 & Beet (Honorary Life Member), 
Dr. R. C. Dent, Dr. W. Fox, Dr. (former 
Councillor and Life Member). Dr “K. D. Hudson, 
Dr. Robert Grant, Dr. H. C. ggg Dr. G. H. McCaf- 


ferty, Dr. V. F. A. O’Neill, Dr. D and Dr. F. I. 
Wootten. 
Council. 
The in membership of the Association is reflected 
in the inc volume of correspondence of all kinds 


requiring the attention of the Council. As a result the 
fortnightly meetings are steadily growing longer, seldom 
finishing nowadays before 11.30 p.m., and seven meetings 
went past midnight. Consideration must be given soon to 
and mears of shortening Council perhaps 
y handing over more routine bi business to regular meetings 
be the Executive. 
Twenty-six meetings of the Council have been held 


since June 30, 1956, four being special meetings. Twenty-two 
of these meetings were in the present Council year. Record 


Dr. Felix Arden (President) .. .. .. .. .. 24 
Dr. L. A. Little (President-Elect)! .. .. .. 12. 
Dr. Alan E. Lee (Past Federal 
Dr. J. G. Wagner (Honorary Treasurer, Federal 
Council Representative) .. .. .. «+ «. 28 
_ Dr. W. J. Saxton (Chairman of Council) .. .. 20 
_ Dr. Charles Roe (Chairman of Sub-Committees, 
_ Dr. Robert Miller (Honorary Secretary of Sub- — 
Committees, Councillor)? .. .. .. 20 
Dr. B. N. Adsett (Councillor) .. .. .. .. ... 18 
Dr. A. P. Crawford (Councillor) .. .. .. ... 22 
Dr. D. R. L. Hart (Councillor) .. .. .. .. 22 
Dr. D. C. Jackson (Councillor) .. .. .. .. 16 
Dr. A. F. Knyvett (Councillor) .. .. .. .. 20 
Dr. John A. Nye (Councillor) .. .. .. .. 18 
Dr. H. 8. Patterson (Councillor) .. .. .. .. 22 
Dr. D. P. Sapsford (Councillor) .. .. .. .. 22 
Dr. Donald Watson Councillor) .. .. ... .. 24 
Dr. N. V. Youngman (Councillor) .. .. .. 19 


Scientific Meetings. 


In addition to the annual general meeting, eleven ordinary 
eral meetings of the Branch were held, including the 
croft Oration, the Jackson Lecture and two clinical 

re ag The average attendance at the general meetings 
was 58, 

The standard of papers and discussions at the monthly 
scientific meetings has been extremely high, but the poor 
attendance of members has caused the Council serious 
concern. Great care is taken by the subcommittee responsible 
for the programme to select competent speakers and sub- 
jects that should be of interest. to general practitioners, 
yet the audiences are pitifully small. Overwork in general 
practice and the number of lectures provided by the Post- 
Graduate Medical Education Committee are probably in part. 


1 Elected August 25, 1956. 


mom 
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‘to blame. Nevertheless, those who do try to make a habit 
these meetings agree that they have been most 


Details of meetings are as follows: 
July: Lecture by Sir Lionel Whitby, C.V.0., M.C., M.D., 
. BRCP., MR.CS., D.P.H., Sims Commonwealth Travel- 
ling Professor for 1956: “Anemia in General Practice”. 
August: Professor J. C. Eccles, Professor of Physiology, The 
Australian National University, Canberra: “The Clinical 
Significance of Research Work on the Chemical Trans- 
-mitter Substances of the Nervous. System” (3ist 
Bancroft Oration). . 
ber: Paper by Professor Neville G. Sutton: 
“Impressions following Visits to Various Surgical 
in Britain”. 
October: Dr. Paul Hopkins, Mackay, “Cutting for Stone” 
(26th Jackson Lecture), 
November: Lecture by Professor J. H. Tyrer: “The 
Differentiation of Hysteria from Organic Aourslogicn! 
Disease”. 


_ December: Clinical in conjunction. with Mater 


Misericordise Hospital “Clinical Society. 
February: Clinical meeting in conjunction with Brisbane 
Hospital Clinical Society. 
Lecture by Dr. R. N. O’Reilly, Deputy Superintendent, 
Brisbane. Children’s Hospital: “Chronic or Recurrent 
Cough in Childhood”. 
April: Workers’ Compensation matters: General discussion. 
May: Lecture by Professor Ashley Weech, Professor of 
- Pediatrics in the Cincinnati University, Cincinnati, 
‘US.A.: “Paving the Way for Accepting the Inevitable”. 


June: Dr. Harold W. Horn: “Medical Affairs Abroad”. 


‘ ~ 

Office-Bearers and Councillors. 

The following office-bearers were appointed by the Council 
for. 1956-57: Ohairman of Oouncil, Dr. W. J. Saxton 
(re-elected); Honorary Treasurer, . J. G. Wagner 
-Chairman of Subcommittees, Dr. Charles Roe; 

Honorary Secretary of Subcommittees, Dr.. Robert Miller; 


_ Honorary Librarian, Professor Neville G. Sutton (re- 


elected); Honorary Assistant Librarian, tsi Konrad 
Hirschfeld (re-elected). 


Dr. L. A. Little was elected to the position of President- 


‘Blect. Dr. W. D. Friend was elected Honorary Secretary, and 


in accordance with the By-laws the following were elected 
members of the Council for a period of two years, 1956-58: 


- Dr. A. P. Crawford, Dr. D. R. L. Hart, Dr. D. C, Jackson, 


Dr: Robert Miller, Dr. H. 8S. Patterson, Derek P. Sapsford, 
Dr; N. V. Youngman. 


_ We greatly eet that retiring Councillors Dr. J. G. 
Wagner, Dr. W. J. Saxton, Dr. Donald Watson and Dr. John 
A. Nye are not seeking re-election this year. 


Dr. Wagner has unselfishly devoted the greater part of 
his spare time for the past twenty-three years to the 
interests of the Association. Except for one year he has 
occupied a seat on the Council continuously since his election 
in 1934, served a term as President in 1941, and was 
accorded the unusual honour of being re-elected President 
for a second term in 1946. He has been a trusted Honorary 
Treasurer of the Branch since 19538, and is at present one 
of its representatives on the Federal Council, the Medical 
poe of Queensland and. the Medical Benefits Fund of 


- Dr. Saxton, who was President of the Branch in 1953, has 
also given splendid service to the Association. A Councillor 
since 1951, Honorary Secretary in 1952 and filling the difficult 
role of Chairman of Council for the past two years, he will 
also. be remembered for his efficient organization, as 
Honorary Secretary, of the Seventh Australasian Medical 
a (British Medical Association) held in Brisbane in 


a Watson and’ Dr. Nye have in a short time proved 
themselves keen and enthusiastic Councillors. It is hoped 
that, when their busy practices permit it, they will stand 
again for election. 

‘The Branch ‘was represented as follows during the year: 

ia the late Dr. Isaac 


British Medical Association, Representative Meeting, New- 
castle-on-Tyne, July, 1957: Delegate, Dr. L. T. Jobbins. 

Federal Council of the British Medical Association in Aus- 
tralia: Dr. Alan E. Lee, Dr. J. G. Wagner. 

Australasian Medical Publishing Oompany Limited: Dr. 
Alan E. Lee (director), Dr. H. W. Horn, Dr. J. G. 
Wagner. 

Medical Assessment Tribunal: Dr. G. W. Macartney. 

Medical Board of Queensland: Dr. T. V. Stubbs Brown, Dr. 
F, W. R. Lukin, Dr. J. G. Wagner. 

Medical Officers’ Relief Fund (Federal) Queensland Com- 
mittee: Dr. K. B. Fraser, Dr. G. W. Macartney, Dr. 
W. H. Steel. 

Medical Services State Committee of Inquiry: Dr. K. B. 
Fraser, Dr. G. V. Hickey {eenior), Dr. H. W. Horn, Dr. 
H. S. Patterson, Dr. B. N. Adsett (during Dr. Horn’s 
absence on leave). 

Federal Medical War = yg: Fund, Local Committee of 


Management: G. Wagner (C an), Dr. 
(Honorary Secretary), Dr. J. V. Duhig, 


National Safety Cownoll of Australia (Queensiand Division) : 
Dr. L. A. Little. 


Physical Fitness Association of Queensland: Dr. Harold 
Crawford. 
Physiotherapy Board of Studies: Dr. Donald Watson. 


Post-Graduate Medical Education Committee: Dr. Alan E. 
Lee, Dr. B. N. Adsett, Dr. A. F. Knyvett. 


Queensland Bush Children’s Health Scheme: Dr. H. W. 
Anderson. 

ee Bush Nursing Association: Dr. L. Bedford 

we 

Queensland Health Education Council: Dr. W. J. Saxton. 

Queensland Institute of Medical Research: Dr. W. H. Steel, 

Red Cross Blood Transfusion Service Committee: Dr. K. B. 
Fraser. 


Royal Flying Doctor Service of Australia: Dr. Donald 
Watson. 

Society of Laboratory Technicians of Australasia (Queens- 
land Branch): Dr. J. T. Duhig. 


Surf Life Saving Association of Australia (Queensland 
Branch): Dr. F. W. R. Lukin. 
na 4 of Queensland Faculty of Medicine: Dr. Felix 
en. 
The Editor of THe MepicaL JOURNAL OF AUSTRALIA was 
represented by Dr. Felix Arden. 


Library. 


Professor Neville G.. Sutton was re-elected Honorary 
Librarian and Dr. Konrad Hirschfeld was_ re-elected 
Assistant Honorary Librarian. 

Two fine rooms in the new British Medical Association 
House have been set aside for the Library, the smaller for 
text-books and the larger for periodicals. Steel shelves have 
been installed, and the transfer of books and bound volumes 
from Wickham Terrace has been completed. The adjoining 
portion of the enclosed verandah is being furnished as a 
reading room. As part of the “new look” for the Library a 
design for a book plate is to be selected from several sub- 
mitted to the Council. It is hoped that members will 
appreciate the new facilities for consulting journals and 
reference books in comfort and will form the habit of using 
the Library and reading-room after hours. 


From July, 1956, to June, 1957, four hundred and four 
(404) journals and text-books were borrowed by members 
and other medical and scientific libraries. This is an increase 
on the previous twelve months and does not include those 
who visit the Library to € 

The Branch receives fifty journals plus “British Surgical 
Practice”, “The Medical Annual” and selections of year books 
on various subjects and other medical clinical reports. 

The Branch wishes to thank the Editor of THz MeEpIcaL 
JOURNAL OF AUSTRALIA for another donation of text-books, 
which are a valuable addition to the Library. A much 
appreciated gift of one hundred (100) text-books was 
received from Dr. J. Lloyd Simmonds. 

The Association would like to acknowledge its appreciation 
of the cooperation and assistance rendered throughout the 
year by other Branches and the medical and scientific 
libraries of Queensland. 
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Building and Maintenance Subcommittee. Jackson Memorial Lecture. | 
Personnel: Dr. L. J. J. Nye (Chairman), Dr. B. L. W. This lecture is an historical one delivered ‘annually in 


Clarke, Dr. L. A. Little, Dr. A. D, A. Mayes, Dr. D. P. 
Sapsford, Dr. W. J. Saxton, J. G. and: Dr. 
Donald Watson. 


This subcommittee has had ot extremely Say year and 
all its members have earned the thanks of the Association 
for their vision, hard work and enthusiasm. 


The development of our splendid property in L’Estrange 
Terrace, Kelvin Grove, has proceeded steadily. It was an 
historic occasion when the Council assembled for the first 
time in the new Council Room on December 21, 1956, for a 
special meeting convened to discuss the furnishing and 
layout of the building and grounds. One felt that the 
Association had at last acquired a dignified and noble head- 
quarters in keeping with its standards and traditions, a 
home of which all members could be,justly proud. 


Sharing the new British Medical Association House with 
the Association and occupying the ground floor is the 
British Medical Agency of Queensland, the office of the 
Post-Graduate Medical Education Committee and _ the 
Australian Physiotherapy Association, and the Council Room 
of the Australian Dental Association (Queensland Branch). 
The British Medical Association secretariat moved to its new 
and more spacious offices on January 11, 1957, and the 
address of the Association -was formally changed. There has 
as yet been no Official opening of the new premises. This is 
to be performed by the Right Honourable the Lord Mayor 
of Brisbane on the occasion of the Annual Fork Dinner, 
to be held this year at British Medical Association House 
on September 18, the eve of the Annual Meeting. 


Much attention has been paid’to structural alterations 
and to the furnishing of the new premises, particularly of 
the Council Room. The open verandah on the north side has 
been enclosed for a lounge and reading room, and the library 
floor has been strengthened to také the weight of the books. 
The garden and grounds, which are in the special care of 
Dr. A. D. A. Mayes, have been beautified, and parking areas 
on two levels cleared at the back of the house. 


The cost has naturally been substantial, notwithstanding 
the sale of the Wickham Terrace property for a satisfactory 
figure, and there is still a considerable deficit to be met. 
An approach to all members for donations to clear this 
deficit will be made shortly, and the Council feels confident 
that there will be an immediate response. For the time being 
the proposal to erect a Hall in the grounds of British Medical 
Association House has been set aside. 


Ethics Committee. 


The following .were elected members of the Ethics Com- 
mittee at the last annual meeting of the Branch: Dr. 
J. J. Power (Chairman), Dr. N. L. Sherwood (Honorary 
Secretary), Dr. B. L. W. Clarke, Dr. F. W. R. Lukin, Sir 
Alexander Murphy, Dr. L. J. J. Nye, Dr. W. H. Steel. No 
meetings were held during the year. 


Organization Committee. 


Personnel: Dr. pose mf (Chairman), Dr. Robert Miller 
(Honorary Secretary), Dr. N. Adsett, Dr. A. P. Crawford, 
Dr. John Nye, Dr. Donald Watson, Dr. N. V. Youngman. 


Twenty-two meetings were held during the -year, This 
Committee meets a few days befare Council meetings and 
deals with correspondence and matters to be referred to 
Council, and to make recommendations where policy is not 
involved. 


Medical Fees Tribunal. 


Personnel: Dr. J. G. Asha 7 (Chairman), Dr. Alan E. Lee 
(Honorary ete ys . N. L. Sherwood, Dr. D. C. Jack- 
son and Dr. D. R. who was appointed to fill the 
vacancy caused by kk death of Dr. R. G. Quinn. 


Five cases were submitted for adjudication during the year 
and were then peterred to Council for the necessary this 


Bancroft Oration. 


The thirty-first Bancroft Oration was delivered at the 
general meeting of the Branch held on August 24, 1956, by 
Professor J. C. Eccles, Professor of Physiology in the Aus- 
tralian National University, Canberra, The title was “The 
Clinical Significance of Research Work on the Coen 
Transmitter Substances of the Nervous System”. 


At the conclusion of the Oration the Joseph Bancroft. 


Memorial Medal to: the Orator by the 


President. 


was presented 


memory of the late Ernest Sandford Jackson. 


Dr. Paul Hopkins, Mackay, delivered the twenty-sixth 
Jackson Memorial Lecture on October 7, 1956, at the Lecture 
Theatre, Medical School, Herston. The title of the lecture was 
“Cutting for Stone”. 


8. Meyers Memorial Lecture. 


At the suggestion of the University of Queensland Medical 
Society, and in conjunction with them, steps were taken 
during the year to establish an “Errol Solomon Meyers 
Memorial Lecture”. It is proposed to make this henceforth 
an annual event. The first lecture, entitled “Comprehensive 
Medicine”, will be delivered by the Dean of the so af of 
Medicine, Professor Neville G. Sutton. 


Memorial Prizes, 1956. 


' At the annual general meeting of-the Branch, to be held 
On September 14, 1957, the following prizes awarded on the 
recommendation of the Faculty of Medicine of the University 
of Queensland will be presented by the President: 


Memorial Prize of the Queensland Branch of the British 
Medical Association: John Francis McCaffrey, M.B., B.S., 


University of Queensland, 1956. 


Harold Plant Memorial Prize: William Alexander Charles 
Douglas, M.B., B.S., University of Queensland, 1956. 


British Medical Association Memorial Roll. 


The British Medical Association Memorial Roll com- 
memorates the services of former distinguished members of 
the Queensland Branch of the British Medical Association. 


According to custom, the names appearing in the Memorial 


_Roll of the Branch were read by the President at the annual 


general meeting held on August 25, 1956. 


During the year the names of Errol Solomon Meyers and 
Reginald George Quinn were inscribed on the Memorial Roll 
of the Association by unanimous decision of-Council. 


By a Council decision taken. during the ‘year, future 
procedure for the recommendation of names of deceased 
members for inclusion on the Memorial Roll will be different. 
The only names to be considered by Council will be those 
submitted by a Convention of Past Presidents of the Branch, 
which will meet annually for this purpose. 


Medical Students’ Loan Fund. 


‘Personnel of Oommittee: Sir Alexander Murphy, Professor 
H. J. Wilkinson, Professor J. H. Tyrer, Dr.. Donald Watson 
and a representative appointed by the University of Queens- 
land Medical Society (Mr. John Campbell). 


This fund was established to help needy students in the 
later years of their course. During the year two students 
were granted financial help to aid in the completion of 
their studies. 


Health Policy. 


The necessity for the various political parties to frame 
their health policies prior to the State elections supplied the 
Branch Council with an opportunity for putting forward 
suggestions. A comprehensive statement was accordingly 
drafted several weeks beforehand covering the views of the 
Association on Health Services, Hospital Services and 
Workers’ Compensation matters. This was sent to the leaders 
of the four contesting parties and was generally well 


_received, many of the contained suggestions subsequently 


appearing in policy speeches. Major alterations suggested by 
the British Medical Association in the Hospital Services 
included the establishment of a State Hospitals Commission, 
the reconstitution of Hospital Boards, and the giving of 
greater autonomy to Hospital Boards than obtains at 
present. 


State Health Matters. 


Our thanks are due to the Director-General of Health and 
Medical Services, Dr. A. Fryberg, for the courtesy shown to 
officers of the Association over matters of mutual interest. 
During the year discussions and correspondence have taken 
place with the Health Department on the subjects of anzs- 
thetic deaths, the provision ‘of intermediate hospital beds, 
reactions to tetanus antitoxin, the Salk vaccination cam- 
paign, the granting of superannuation to full-time senior 

hospital and the notification of infective 
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Intermediate Beds in Public Hospitals. 


“It is pleasing to report the opening of several intermediate 
bed wards at the new South Brisbane Hospital. This has 
increased by 138 the number of intermediate beds available 
in the metropolitan area and, except for children’s beds, 
more or less meets the present demand. The Association 
has kept this matter constantly before the Minister for 
eh and is eepes that its wishes have been met. 


Ban on New South Wales Hospital Patients. 


The Association’s attempts to have the Government modify 
its ban on the acceptance of New South Wales patients have 
so far proved unsuccessful. Granted that some southerners 
purposely sought treatment in Queensland in order to take 
advantage of the free hospital system, it is still grossly 
unfair that deserving patients from the Northern Rivers, 
who look to Brisbane for specialist treatment, should be 
excluded from our public hospitals. 


Workers’ Compensation. 


It is regrettable that relations between the Association and 
the State Government Insurance Commissioner ~ remain 
severely strained. For some time after the expiration of 
the former agreement on June 30, 1956, matters went 
smoothly. An offer on the part_ of the British Medical 
Association to negotiate a new agreement was declined, but 
doctors charged their private fees for the treatment of 
injured workers and were refunded in full. However, in 
November new regulations were gazetted purporting to fix 
medical fees for these services. The Council declined to 


accept these Regulations, its objection being based partly 


on the inadequacy of the Schedule, but primarily because 
they had been forced on the profession without prior 
negotiation. To make certain of the legal position of the 
Branch in thus opposing the Regulations, members of the 
Executive have held discussions with the Council’s legal 
advisers on several occasions. In unavailing attemps to settle 
the deadlock, personal approaches to the Commissioner were 
made by the President and by the Chairman of Council. 


_ In March the Commissioner himself was invited to attend 
‘a meeting of the Council to state his case. Dr. J. G. Hunter, 
the General Secretary of the Federal Council of the British 
Medical Association in Australia, came especially from 
Sydney for discussions on another occasion. Finally, the 
Association’s policy was debated and ratified at a general 
meeting of the Branch on April 5, which was well attended 
by local members, and to which most of the Local Associa- 
tions sent representatives. As matters now stand injured 
workers are still being treated as private patients, but the 
Council is prepared at any time to meet representatives of 
the State Government Insurance Office for negotiations 


-which could lead to the drafting of a new agreement. 


Federal Council. 


Two meetings of the Federal Council were held during the 
year, at which the Branch was represented by Dr. Alan E. 
Lee and Dr. J. G. Wagner. 


A great deal of business of vital importance to the 
medical profession is transacted by this body. 


Our Branch representatives, acting as a committee of the 
Council,. prepared a report. on anomalies in the Medical 
Benefits Schedule. This was presented to the Federal Govern- 
ment, and the Minister for Health has expressed his 
appreciation of this careful and detailed study. 


Pensioner Medical Service. 


The Queensland Branch Council has continued to support 
the Federal Council in its efforts to secure higher payments 
for the treatment of pensioners on the grounds that doctors 
are providing a concessional servicé, not to a group of 
deserving people, but toa the Federal Government. The 
Minister for Health has indicated that the Government is 
opposed to an increase in fees for various reasons. At the 
present time an impasse has been reached, and there is no 
agreement between the Commonwealth Government and 
the Federal Council concerning the Pensioner Medical 
Service rates and conditions of service. 


Superannuation Plan. 


In October, 1956, the Council accepted a recommendation 
from a committee comprising the Directors of the British 
Medical Agency of Queensland that a Self-Employed Super- 
annuation Fund be established for Queensland members. 
After a great deal of preliminary work, for which the thanks 
of the Association are due particularly to Mr. S. N. Cobbold 


and to Mr. J. E. Harding (Superannuation Consultant), 
the scheme was launched in February, 1957, with Dr. 
Norman L. Sherwood as Chairman of Founders and Dr. 
John G. Wagner as Chairman of Trustees. The Trust Deed 
was executed under the title of the “Medical and Associate 
Professions Superannuation Plan’, and when this had 
received the approval of the Treasury the Plan was opened 
to the members of the Branch in June. This scheme will 
undoubtedly prove of tremendous benefit to self-employed 
persons, and already it is attracting widespread interest and 
support. It enables doctors and others, during their active 
years of professional practice, to make orderly and 
systematic provision for their old age. Contributions to the 
Plan rank equally with Life Assurance premiums as deduc- 
tions from taxable income; and, as the income of the Plan 
is not subject to tax, the net earning power of the contri- 
butions compounds over the full period of membership. 


Australasian Medical Publishing Company. 


‘The Directors met twice during the year, and the Branch 
was represented on each occasion by the Queensland 
Director, Dr. Alan E. Lee. 


Two events of great importance occurred this year, the 
completion of extensions to the Printing House and the 
oe of the Editor of the Journal, Dr. Mervyn 


With the completion of these extensions, and the purchase 
of a large amount of new machinery, the Company now 
occupies an unrivalled position in the field of scientific 
printing in Australia. This Company, which is owned by 
the Branches of the British Medical Association in Aus- 
tralia, is financed by debentures subscribed by members and 
by Branches, and arrangements have been completed 
for all these debentures to carry an interest rate of 64%. 


In February last, the Editor proceeded on six months’ 
leave prior to retirement. He has occupied the editorial 
chair for more than thirty years, and has been responsible 
for raising the status of THz MeEpIcAL JOURNAL OF AUSTRALIA 
to the high position it occupies today. All members must 
hope that his health will improve, so that he can enjoy 
the coming years of well-deserved leisure. 


Our congratulations are extended to an ex-member of this 
mae Dr. R. R. Winton, who will succeed to the position 
tor. 


Medical Benefits Fund of Australia (Queensland Division). 


This fortunate creation of the medical profession enjoyed 
@ prosperous year. It has become the chief agent for the 
provision of hospital and medical benefits under the 
National Health Act, and is now responsible for the distri- 
bution of 80% of medical benefits, and'more than 90% of all 
hospital benefits in Queensland. 


An important landmark in its development was the 
opening of its new Edward Street building in June by the 
Federal Minister for Health, the Honourable Dr. D. A. 
Cameron. Activities which were formerly scattered through 
pice! city buildings are now concentrated under its own 
roof. 


As the result of a circular letter addressed to doctors by 
he Chairman of the Queensland Executive (Dr. Alan E. 
Lee) a gratifying influx of new medical members has 
occurred. 


There can be few matters of such importance to the 
medical profession as the success of the National Health 
Scheme, and members should do all in their power to 
encourage the wider extension of voluntary insurance, and 
to increase the efficient operation of the Agent Funds by 
the prompt provision of accurate certificates. 


The members of the Queensland Executive and the Council 
of this Fund continue to give unselfishly a great deal of 
their time to the problems of management. The elected 
medical members of the Queensland Executive are: Dr. J. R. 
Adam, Dr. B. N. Adsett, Dr. R. S. Cohen, Dr. H. W. Horn, 
Dr. A. EB. Lee, Dr. L. A. Little, Dr. H. S. Patterson, Dr. 
N. L. Sherwood and Dr. J. G. Wagner 


Convocation. 


Proposals emanating from the 1956 Local Associations’ 
Conference to hold periodic Convocations of the Branch 
were considered in December and set aside pending secre- 
tarial changes and the establishment of the office staff in 
their new headquarters. Plans are now being prepared for 
a first meeting of Convocation in March or April, 1958, with 
a probable representation of 47 delegates from the "Local 
Associations, Metropolitan Districts and various Groups. 
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Company Formation by Medical Prectitioners. Cairns Local Association. 
In response to requests from certain of its members Membership for the year has been 18, including country 


Council has devoted a considerable amount of time during 
the year to a consideration of the ethics of company 
formation by private doctors. In April a resolution, based 
on a decision of the Federal Council, was adopted and 
circulated to members to the effect that there was no 
objection on ethical grounds to company formation provided 
that the membership and the control of the company were 
confined to medical practitioners. Consideration has since 
been given as to whether the formation of “family invest- 
ment companies” constitutes fee-splitting. The matter is 
being discussed with the Medical Board and its legal advisers 
and cannot yet be considered settled. 


The News Bulletin. 


Prepared monthly by individual members of a panel of 
scribes, the News Bulletin endeavours to be readable and in 
this way probably reaches more members than would peruse 
the official notices. The addition of a correspondence column 
this year has encouraged members to send in news, views 
and questions. 


Formation of a Medical Guild. 


In April the Council discussed and referred to the Federal 
Council a suggestion from a member that the profession 
should form a Guild for the purpose of political negotiations 
outside the ambit of the British Medical Association. Such 
a Guild could register as a trade union with the Industrial 
Court. An organization of this sort exists in Great Britain. 


This has not yet been considered by the Federal Council, 
but the Queensland Branch Council believes it is neither 
necessary nor desirable. 


Australasian Medical Congress (Britsh Medical 
Association). 


The Tenth Session of the Australasian Medical Congress" 


(British Medical Association) is scheduled to be held in 
Hobart from March 1 to 7, 1958, and so far thirty-eight 
of our members have indicated their intention of attending. 
Queensland office-bearers of Congress are as follows: 


Vice-President of Oongress representing the Queensland 
Branch: Dr: L. A. Little; Honorary (Local) State Secretary: 
Dr. W. D. Friend; Section of Orthopedics, President: Dr. 
T. V. Stubbs Brown; Section of Pediatrics, Vice-President: 
Dr. Felix Arden; Section of Public Health, Industrial 
Medicine and Hospital Administration, President: Professor 
Douglas Gordon; Section of Radiology and Radiotherapy, 
Vice-President: Dr. Richard Row; Section of Surgery, Vice- 
President: Dr. Alan E. Lee. 


Affiliated Local Associations. 
Annual Conference. 


The annual meeting of the Council with representatives . 


of Local Associations was held on August 24, 1956. Nine 
Local Associations were represented by delegates at the 
conference. Arising out of a general discussion of medico- 
political matters, recommendations were made to the Council 
regarding Convocation and Workers’ Compensation matters. 


At the conclusion of the conference the visitors were 
entertained to luncheon at the United Services Club. 


Bundaberg Local Association. 


The Bundaberg Local Association of the British Medical 
Association has had a satisfactory year. At the annual 
general meeting the following office-bearers were elected: 
—- Dr. L. McKeon; Honorary Secretary, Dr. L. 8S. 

Eleven meetings were held at the General Hospital, and 
on these occasions at the conclusion of the formal business 
a clinical evening was held. These clinics were arranged by 
Dr. M. Donnelly, and the majority ofthe cases were provided 
by the Medical Superintendent, Dr. Linus White, and the 
staff of the General Hospital. _ 

Visiting lectures during the year were Dr. Grantley Stable, 
October, 1956, and Dr. Peter Zavattaro and Dr. Graham 
Anderson at a week-end course from May 31 to June 2, 
1957. Dr. Zavattaro spoke on “The Chemical Relief of 
Tension”, and Dr. Anderson, aided by lantern slides, 
demonstrated an interesting series of orthopedic cases. A 
representative gathering from Maryborough and Childers 
attended this week-end course. 

Members of the Association all cooperated in the smooth 
conduct of the Salk vaccine immunization campaign. 

L. S. Starx, 
Honorary Secretary. - 


members from Atherton, Mossman and Gordonvale. 


Post-graduate lectures have been delivered by Dr. Morgan 
Windsor and Dr. Athol Robertson of Brisbane, and by 
Professor Ashley Weech of Cincinnati, U.S.A. These spas 
were well attended and much appreciated. 


Clinicial meetings convened by Dr. T. G. Paxon of the 
Thoracic Annexe of the Cairns Base Hospital have also 
been held each month and have been reasonably well 
attended. 

Dr. W. R. Horsfall was chosen as delegate to attend the 
special general meeting held in Brisbane to discuss 
Workers’ Compensation problems on April 5, and in due 
course he reported to this Branch. 


The Branch has recently mourned the passing of its oldest 
*and highly respected member, Dr. Hugo Flecker, who not 
or was well known throughout Queensland but also had 

international reputation as radiologist and naturalist. 
Our sincere sympathy is extended to his widow and family. 


I. A. LESTER, 
Honorary Secretary. 


Ipswich and West Moreton Medical Association. 


There are at present 35 members of the Local Association, 
including country members and resident medical officers. 


The association has held ten meetings during the past 
twelve ‘months, including the annual general meeting and 
three clinical meetings. Lectures were given by the fol- 
lowing: Dr. J. K. Mowat, “Surgery as it Affects General 
Practice”; Dr. V. E. Sampson, “Recent Advances in Thera- 
peutics”; Dr. W. D. D. Cooke, “Diseases of the Newborn”; 
Dr. J. H. Hood, “Scope and Limitations of the Barium 
Meal’; Dr. R. Hawker, 
Pituitary Function”; Dr. W. D. —-¥Friend, “The Surgical 
Management of Ischemic Lower Limbs”. The President of 
the Branch, Dr. Felix Arden, attended a discussion on the 
availability "of maternity hospital beds in Ipswich. 


The present office-bearers are: President, Dr. M. T. Fish; 
Honorary Secretary, Dr. G. B. Roberts. 


The success of our year’s activities depends largely on 
the help we have received from the Post-Graduate Medical 
Education Committee’s visiting lecturers, and also from the 
Superintendent and Matron of the Ipswich General Hospital, 
who have generously provided a lecture room and supper 
at the conclusion of meetings. To all these people we offer 


our thanks. 
G. B. RoBErts, . 
Honorary Secretary. 


‘Innisfail Local Association. 


During the past year we were visited by two lecturers, Dr. 
Athol Robertson and Dr. Morgan Windsor. Professor Ashley 
Weech, Cincinnati, U.S.A., visited Cairns, and several mem- 
bers of this Branch were able to attend his lectures. One 
member was able to attend the special meeting in Brisbane 
to present the views of the Local Association on the State 
Government Insurance dispute. 

A. G. TAYLor, 


Honorary Secretary. 


Mackay Local Medical Association. 


The outstanding occurrence for this year has been the 
poliomyelitis (Salk) campaign, which has been carried out 
most successfuly. 


Local practitioners are now engaged in preliminary but 
important planning for the North Queensland Medical Con- 
ference to be held in Mackay in September, 1958. An 
ambitious programme is already being formulated. 


Younger practitioners are awaiting more definite news 
concerning proposed superannuation scheme for 
Queensland. 

in medical science. group is again active this year and 

is carrying out an obstetrical programme. 


Visiting lecturer this year from the Post-Graduate Medical 
Education Committee has been Dr. Ross Hawker, who — 
on “Endocrine Disorders”. 


quarterly meetings have heen: Dr. 
D. Jacklin, “Kerosene Poisoning in Children”; Dr. Cook 
Ruffle, ‘““‘Worms”; Dr. D. and Dr. 
Brown, “Nausea. and Vomiting and the Drugs Used for pad 


“Recent Advances on Posterior | 
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A severe blow was experienced this year by the sudden 
and unexpected death of Dr. Robert Grant on the eve of 
his retirement. 

S. C. WILLIAMs, 


Mackay. 


Maryborough Local Medical Association. 
The annual general meeting was held on October 25, 1956, 


-and the office-bearers elected were: President, Dr. I. D. 


Forbes; Honorary Secretary, Dr. A. J. Kelly. 


On June 6, 1957, a combined meeting of British Medical 
Association members and local chemists was held, and the 
meeting was addressed in turn by Dr. D. A. wling and 
Mr. Boyle, on various aspects of the National Health and 
Pensioner Medical Schemes. 


On June 30, a post-graduate meeting was held at the 
Maryborough Base Hospital. At this meeting, Dr. A. F 


' Knyvett gave an address on “Electrocardiography”, and 


Dr. Colin C. Wark discussed “Internal and External Otitis”. 
The talks were very enthusiastically received, and Dr. 
Knyvett later continued with “Meningitis and Encephalitis” 
and Dr. Wark with “Sinusitis”. At this meeting it was agreed 
by all that much benefit was obtained from these talks, and 
that if they were held even more frequently they would 


‘be welcomed by the members of this Branch. 


A. J. KEtty, 
Honorary Secretary. 


Namoour and-District Local Association. 


Over the past twelve months we had three visiting 
lecturers, and we. also held ‘a successful post-graduate 
weekend in September. Unfortunately, attendances at the 
lectures were poor, but we are sure this did not indicate 
lack of interest amongst the members and was due to 
difficulties of “getting away” in a large district. The lectures 
were all of a high standard and very much. appreciated 
by those who attended. 

The problems of Workers’ Compensation have caused 
considerable discussion amongst members, and we were very 
pleased to hear other views expressed at the special 
meeting. This Association has great confidence in the way 
the Branch Council is handling the matter. 

Office-bearers for the year are: President, Dr. J. C. 
Moffatt; Honorary Secretary-Treasurer, Dr. A. S. Raine. 

A. S. RAINE, 
Honorary Secretary. 


Rockhampton and District Local Association, 


The present membership of this Association is 44. The 
office-bearers are: President, Dr. E. R. Watkins; Vice- 
President, Dr. J. C. Ross; Honorary Secretary-Treasurer, 
Dr. J. F. Gillogley. 

The normal activities of this club continued during the 
year. Successful clinical meetings were organized by the staff 
of the Rockhampton General Hospital, and these have been 
well attended. Our thanks are again expressed to the 
lecturers who visited us under the auspices of the Post- 
Graduate Medical Education Committee. ee 

The problem of the scale of fees under the Workers’ 
Compensation Act was fully discussed, and this Association 
was represented at the general meeting called to discuss the 
matter. 

J. F. 


Honorary 


South Burnett Medical Association. 

The following are the office-bearers: President, Dr. K. R. 
Mitchell; Secretary, Dr. G. R. Whittle. There are ten 
members of the Association. 

During the past twelve months quarterly dinner-meetings 
were held at Kingaroy, and lectures were delivered by the 
following visitors: Dr. K. Aaron, Dr. J. R. Hutcheon and Dr. 
J. C. Dique. It is hoped to continue these regular meetings 


in the future. 
K. R. 
President. 


South Coast Local Association. 
The number of ec ne — is now 15, and the office- 
bearers are Dr. O. N. Lloyd; Honorary Secretary, 
Dr. W. G. G. Richards. 


Two general meetings were held during the year. Lecturers 
‘at clinical meetings through the year were Dr. Howard 
Tait, Dr. J. J. Sullivan, Professor J. H. Tyrer and Dr. Averil 


Earnshaw. These addresses were greatly appreciated. The 
average attendance was ten members. 

A buffet dinner was held at Southport Golf Club on 
July 25. 


Townsville Medical Association. 


The year ending June 30, 1957, has seen a continuance of 
the activitiy and interest of the Association equal to that 
of previous years. 

The membership of the Association has risen to 39, and 
most have taken an active interest in the affairs of the 
Association. 

An innovation this year was the preparation of a pro- 
gramme of our fortnightly meetings six months in advance. 
Although this programme was not strictly adhered to, it did 
result in a more balanced series of meetings. 


A total of 22 meetings were held during the year, of 
which 14 were devoted to clinical work or the presentation 
of scientific papers and films. 


We were visited on two occasions by lecturers under the 
auspices of the Post-Graduate Medical Education Committee; 
Dr. Morgan Windsor and Dr. Athol Robertson were here 
in November, 1956, and Professor Ashley Weech in April, 


1957. These men maintained the excellent standard we have — 


come to expect from such lecturers. 


Business meetings were conducted at about two-monthly 
intervals, and debate on the new Workers’ Compensation 
legislation occupied: much of our time. Dr. G. Moore ably 
put forward our views at a general meeting of the Branch 


- in Brisbane in April, 1957. 
Dr. V. Henry was our delegate to the Local Association 


meeting held in August, 1956. 


Social activities continued at their customary tempo and 
were enjoyed by the many who attended. A dinner-dance 
was held in September, and a formal dinner was held in 
June as a conclusion to our year’s activities. We were 
fortunate in having as cur guest at this dinner the President 
of the Queensland Branch of the British Medical Association, 
Dr. Felix Arden, and his action in undertaking the long 
journey solely to attend this function was greatly 
appreciated. 


Work of renovating the library has continued during the 
year. Little work has yet been done in actually establishing 


‘the library, but this will have to be undertaken in the 


coming year. 
P. R. ROBERTSON, 


Honorary Secretary. 


Toowoomba and District Local Association. 


The post-graduate instruction for this period included a 
clinical meeting at Toowoomba District Hospital, a lecture 
by Dr. J. A. inglis on “Hemorrhagic Diseases in General 
Practice” and a post-graduate weekend in June. Visiting 
lecturers during the weekend were: Sir Alexander Murphy, 
“Coronary Artery Disease”; Dr. I. G. McPhie, “The Painful 
Shoulder”; Dr. Newton S. Chalk, “Neonatal Infections”. 
Appropriate cases were demonstrated by the lecturers during 
clinical sessions which followed. Sincere appreciation is 
expressed by all members of our Local Association to those 
visiting lecturers who spoke so well and gave us a clear 
interpretation of their various subjects. 


Social events were confined to the annual dinner and a 
social evening in conjunction with the post-graduate week- 
end course. On each occasion there was a good attendance, 
and an enjoyable evening was had. 


Two executive meetings and two special general meetings 
have been held 


Salk vaccination and examinations of National Service 
trainees are proceeding in an orderly fashion. 


The office-bearers of our Association are: President, Dr. 
L. Fenwick; President-Elect, Dr. R. A. McCullagh; Honorary 
Secretary-Treasurer, Dr. F. E. Haddan. 


F. E. Happan, 
Honorary Secretary. 


Salaried Medical Officers’ Group (British 
Medical Association). 


The first annual general meeting of the Salaried Medical 
Officers’ Group (British Medical Association) was held on 
February 28, 1957. The elected office-bearers are: Ohairman, 
Dr. E. W. Abrahams; President, Dr. D. J. Brand; Secretary, 
Dr. A. F. Knyvett. 
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We would like to record our thanks to Dr. W. si. Stel. 
who was founder of the Group and its first Chairman. He 
has retired from the Committee, but still keeps an active 
interest in our activities and offers his help whenever it 
is needed. 

Relativity with Public Service salaries has been restored 
by negotiations conducted between the Public Service Com- 
eonenggeaye and the Queensland Professional Officers’ Associa- 

m acting on behalf. of many of our members who have 
that organization. 

On ‘behalf of the Salaried Medical Officers’ 
approach was made to the Minister for Health seeking to 
have full-time salaried medical officers employed in hospitals 
and in the Queensland Radium Institute included in a super- 
annuation scheme. The application was unsuccessful, on the 
grounds that the persons concerned comprised too small a 
group for a special superannuation scheme. Superannuation 
has been granted in t. the pas past to full-time medical. staffs of 
the State Health Service, Chest Clinic, Mental Eicepiteis 

and University Departments. Commonwealth Medical Officers 
are superannuated, but full-timé medical staffs of the State 
Pubite Hospitals, Queensland Radium Institute and Queens- 
Institute of Medical are at Although all 
postr have so far failed, it is hoped to make fresh 
approaches in the near future. 

Other objects which have occupied the attention of the 
Committee are the provision of “locums” for country practi- 
tioners who are part-time superintendents of country 
hospitals, sick leave and study leave, ‘ 

We would like to remind readers that this is a Group 
within the Queensland Branch of the British Medical 
Association. One cannot be a member unless one is also a 
member of the British Medical Association. Much of our 
business is done through the British Medical Association, 
and the Committee frequently calls on the British Medical 
Association Council for help and advice. 


The Committee has been active and is endeavouring to 
make the Group a useful organization 
A. F. Kwvver, 


{ 
Honorary Secretary. 


" General Practitioner Group (British Medical Association). 


A general meeting of the General Practitioner Group 


(British Medical Association) was held in September, 1956, 
attended by 15 members. 


Pediatric Section. 
The present office-bearers are: Chairman, De. P. 
Earnshaw; Honorary Secretary, Dr. N. G. Anderson. 
This section numbers 20 members. Clinical meetings are 
held twice yearly at the Mater Misericordiz' Children’s 
Hospital and the Hospital for Sick Children. A business 
— was held on November 8, 1956. 
N. G. ANDERSON, 
Honorary 


Radiological Section. 
In August of last year Queensland members entertained 


the other Australasian radiologists at an annual meeting. 
Papers on radiotherapy and radi Osis were delivered in 


the main lecture theatre of the Dental Hospital. Particular 
interest was given to discussion on radiation hazards to 
patients and operators. 

In April of this year Brisbane was visited by Dr. Merrill 
Sosman of Boston, who delivered four papers. He inspected 
the existing radiological establishments and was able to 
offer much useful information on new radiological tech- 
niques. Dr. J. Bromley of ham arrived in Brisbane 
toward the end of April and gave a lecture in the Medical 
School on “Tumours of the Ovaries and Testes”. 

A radiation subcommittee of seven members including two 
physicists has been formed to investigate the possible so 
to patients in radiotherapy and radiodiagnosis 
recommendations are being made to radiologists on “modifica 
tion of techniques, and it is hoped to submit a report to the 
local Branch of the British Medical Association. — 

J. H. Hoop, 
Honorary Secretary. 


Section of the History of Medicine. : 
The Section has not participated in any new activities 
this year. There have been the usual lectures to the under- 
‘graduates, given by Professor H. J. Wilkinson. It is hoped 
in the coming year. 


G. B. MurPxy, 
) Honorary Secretary. 
British Medical Agency of. Queensland Pty. Ltd. 

Directors: Dr.. Norman L. Sherwood (C 


hairman), 
_ J. G. Wagner, Dr. H. W. Horn, Dr. G. A. McLean, Dr. ar 


McSweeny, Dr. L. J. J. Nye, Dr. B. N. Adsett, Dr. Robert 


A special meeting of the Commute was attenied tht ‘Miter. 


President of the British Medical. Association, Dr. 
‘Arden, and the Director of Post-Graduate Studies, Or, 
Grantley Stable, to discuss general practitioners’ a 
ances at British Medical Association scientific meetings and 
post-graduate demonstrations and lectures. It was decided 
that little more could be done to increase practitioners’ 
interests in these functions, other than that already done by 
the Council. A suggestion to appoint conveners to 
local groups of such functions is being considered. 

‘Three committee meetings were held during the year, and 
discussions were held on State Government Insurance Office 


scale of fees, Pensioner Medical Service payments, chan-_ 
» Medical Benefits PA of Australia in Sydney to lay os 


nelling of patients to chemists and reciprocal reference by 
the chemists, fees in general practice and classified lists of 
suburban practitioners in telephone directories, 
J, K. Farnwortu, 
Honorary Secretary. 


Qnhthal 


Society of Australia 
(British “Medical Association). 


The annual meeting of the Ophthalmological Society of 
Australia (British Medical Association) was held in Brisbane 
this year. Three general meetings and one 
were held by the Section, eg the following two papers were 
presented: “Thirty Years in Ophthalmology”, Dr. E. O. 
Marks; “General Anesthesia for Intra-ocular Surgery”, Dr. 
E. Muller. 

B. G. Wison, 


Honorary Secretary. 


Sections for the Study of Special Branches of 
Medical Knowledge. 


Dersiatatadtiod’ Section (British Medical Association) 


This Section now functions ae the Quevnsland ‘of 
the British Association of Dermatology. 


On February 11, 1957, the Agency celebrated its twentieth 
pirthtay under the energetic guidance of Mr. S. N. Cobbold, 
its Manager since the Company’s incorporation. The general 
business of the Agency has continued to grow over the 
years, and at the present time more than 60% of the 
—s avail themselves of its services in some form or 
other, 

It is an appropriate time to record that since its inception 
the has continuously rendered every available 
service to the profession. 

In 1950 the Manager, Mr. Cobbold, was loaned to the 
foundations of present “Medical Benefits Fund 
Queensland, and the work involved extended over a period 

of six months. In the same year Mr. Covneid organised the 
trade exhibits for the Australasian Congress 
(Seventh Session), which was held in "Brisbane, and in 
addition contributed to many other aspects of Congress 
week by his energy and organization. 

During the past nine months much work on the part of 
the Manager has resulted in the establishment of the Medical 
and Associate Professions Superannuation Plan, and for a 
timé at least the Agency will act in its appointed capacity, 
»viz., as administrators of the Plan, thus ensuring the most 
economical management together with lowest 
operating costs. 

In the early part of the year finalization was reached 
between all Queensland medical agents relating to standard 


“minimum scale of commissions to be charged for work 


done, and a carefully prepared leaflet was printed to enable 
members to know ‘their liabilities before instructing — 
agent to carry out work on their behalf. Here again, the 
was instrumental in producing this 

information. 

On March 31, 1957, Mr. F. 
service to the Agency for eighteen 
last four years of World War 


= Das, who gave excellent 
years, retired. During the 
II he conducted the affairs 


oe 
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of the Agency in a managerial capacity. A large number 
of senior members of the profession set aside an evening 
to convey their appreciation to Mr. Davis on penal of them- 
selves and other members for the efforts services 
rendered by this officer. 
The development of clinics, and partner- 
ships has reduced the demand for the services of a locwm 
and during the winter supply 
demand. At other times there are insufficient 

to meet city or country requirements. 

Opportunities exist for medical practitioners seeking 
partnerships or assistantships, both in Whe city and country. 

A large number of practices have changed hands in the 
past twelve months, and inquiries continue to be received 
from Queensland and overseas doctors. 

On June 30, 1957, the Agency removed from 225 Wickham 

British Medical Association House, L’Estrange 

Terrace, Kelvin Grove, where it is once again under the 
immediate wing of its sponsors, the Queensland Branch of 
the British Medical Association. In the new quarters pro- 
vision has been made for a display of furniture, professional 
room requirements, stationery, used instruments, equipment 
and other items, This set-up has already proved of 
advantage to members, and has been favourably commented 
upon. 

General business over the past twelve months has con- 
tinued to increase, and the support given by members is 


a A satiatactory financial year is reported. 


N. L. SHERWOOD, 


Queensland Medical Finance Pty. Ltd. 


Directors: Dr. Norman L. Sherwood (Chairman), Dr. J. G. 
Wagner, Dr. H. G. A. Dr. ¥: 
Dr. Nye, ‘Dr. R. 8. Cohen, Dr. A. EB. 


Dati the year under review twelve medica] practitioners 
have been. assisted in the purchase of medical practices, 
partnerships or assistantships. 

Doctors desiring similar assistance are requested to 
address their applications to the Secretary, es 
Medical Finance Proprietary Limited, 88 L’Estrange Terrace, 

Kelvin Grove, Brisbane, W.1. 
N. L. 


Chairman. 


Queensland Post-Graduate Medical Education 
Committee. 
The representatives of the British Medical Association on 


the Post-Graduate Medical Education Committee for this 
year are: Dr. Alan E. Lee, /Dr. B. N. Adsett and Dr. A. F. 


The activities of the Committee have been continued along 
the lines established in previous years. 

During the year under review, a full complement of 
country ‘tours’ was undertaken by lecturers for the 
Committee. 


In addition to the full week-end post-graduate courses 

held at Toowoomba and Nambour, in conjunction with the 

Associations of the British Medical Association, a 
similar wesk-end course was instituted in Rockhampton. 


There seems no doubt that these week-end courses are well 
received and, as with all country activities, much 
appreciated. 

Altogether 41 lecturers visited country centres and 
visits were arranged as follows: Bundaberg 2, Dalby 2 
Gayndah 2, Gympie/Maryborough 4, pee 4, Nambour 5, 
Mackay/Rockhampton 4, South Coast 4, Townsville/Innis- 
fail/Cairns 4, South Burnett 3, Toowoomba 5, Warwick 2. 

The course of weekly lectures in advanced medicine 


The course in advanced surgery was discontinued in 
September, 1956, as a result of the poor attendances at the 
lectures. Both courses were recommenced early this year. 


‘ — ae extends sincere thanks to the many lecturers 


both these courses, who aon willingly given their services 


in an honorary Mira awe looks forward to their con- 
tinued cooperation. The of lectures and lecturing 
has been very high. 


Special courses in anatomy and physiology, for those 
studying for higher degrees, have been held during the 


half of this year. Eleven enrolled for the anatomy course 
and 14 for the physiology course. Three dental students were 
permitted to attend the lectures on the head, neck and 
thorax. 

The following overseas lecturers have visited Brisbane 
under the auspices of the Post-Graduate Committee: Dr. 
J. H. Sheldon, Wolverhampton, the Federation Category A 
Lecturer, 1956; Dr. David Mace, Chairman of the Inter- 
national Commission on Guidance; Professor 
Witts, Nuffield Department of Clinical Medicine; Professor 
J. M. Robson, London; Dr, Ludwig Guttmann, Oxford; 
Mr. C. P. Wilson, London; Dr. Bromley, Birmingham; Dr. 
Merrill Sosman, Boston; Professor Ashley Weech, Cincinnati. 


The Meehan Memorial Lecture was established in con- 
junction with the Queensland Regional Committee of the 
Australian Orthopedic Association. The first lecture, entitled 
“Salient Points in the Diagnosis and Treatment of 
Traumatic Lesions of the Knee Joint”, was delivered by 
Dr. Lennox. Teece of Sydney, on November 30, 1956. 

Post-Graduate Week was held from August 19 to 25, 
1956. A full programme of lectures and clinical demonstra- 
tions was arranged, but, compared with previous years, the 
attendance was very poor. Those attending expressed sincere 
appreciation of the meetings arranged and stated that both 
the material and presentation were of a highly satisfactory 
nature. 

The Committee decided that no Post-Graduate Week would 
be held in 1957, and consideration given to the alteration of 
dates of future Post-Graduate Refresher Courses. 


Thirteen graduates have been assisted in arranging their 
proposed post-graduate studies overseas during the year; - 
reports of successes are gratifying to the Committee, and 
indicate that the high standard attained in the past is being 
upheld by practitioners assisted by the Committee. 


Dr. Grantley Stable resigned from the position of Director 
of Post-Graduate Studies, owing to pressure of work, and 
Dr. L. I. McGuire was appointed Director in March, 1957. 


The ready assistance given by the staff of the British 
Medical Association at all times, and the British Medical 
Agency of Queensland, is deeply appreciated by the Post- 
Graduate Committee. 

L. I. McGutrp, 


Director, Post-Graduate Studies. 


Survey of Nursing. 


At the request of the National Florence Nightingale Com- 
mittee in Australia, a subcommittee of the Council is at 
present preparing a report covering: (i) deficiencies in 
present nursing services in relation to community needs; 
ii) present teaching programmes, length and type of 
training, teaching methods, etc.; (iii) the direction of pro- 
a nursing services to meet modern advances in 


State Government Elections. 


Although many of its members take a keen interest in 

politics, it is necessary to emphasize from time to time 
that the British Medical Association itself, as an Association, 
holds no party political veiws. Indeed in the forthcoming 
elections no less than four parties are being represented 
by the following members: Dr. H. W. Noble (Liberal); Dr. 
Wyllie Gibbs (Liberal); Dr. Felix Dittmer (Australian 
Labour Party); Dr. Clive Uhr (Queensland Labour Party); 
Dr. J. J. Ryan (Conservative). 


While it would be meaningless to wish all these gentlemen 
success, one can applaud their public spirit and their deter- 
mination to see that the health of the community and the 
medical profession has first-hand representation in 


Parliament. 
The Press. 


Good relationship with the Press has been maintained, and 
their reporting of British Medical Association statements and 
views has been generally fair and accurate. Although there 
has seldom been occasion for the Association to seek pub- 
licity for its own activities, the newspapers have requested 
its opinions on a varety of current medical topics. These 
have had to be given, usually by the President, without any 
opportunity for consultation with the Council and in the 
hope that they represented the majority viewpoint. It is 
not altogether a satisfactory arrangement, as it involves a 
good deal of personal publicity and possibly some inaccuracy, 
yet it is hard to see how it can be improved. 
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Hypnotists. 


In view of the Press publicity given to ieee during 
the year, advice was sought from the Medical Board as to 
the ethics of a medical practitioner employing a hypnotist 
for the treatment of a patient. The Board’s reply was that 
a doctor doing this would be guilty of “covering”. 


‘Society of Returned Medical Officers of Queensland. 
The Association has gratefully accepted from the Chair- 
man of this Society a cheque for forty-five pounds, 
the of the Society’s funds, with the 
< on that it be used as the nucleus of a fund to 
perpetuate the baey of Queensland doctors who fell in the 
two World Wars. The Society’s records are to eit stored at 
British Medical Association House. 


Church Services. 

The Annual St. Luke’s Day Service was held on Sunday, 
October 14, at St. John’s Cathedral and was well attended. 
The occasional sermon was preached by the Precentor, Ven. 
Archdeacon F. Knight, and the Lessons were read by Dr. 


L. A. Little and the President. 
Golf Match, 
Besar oc annual golf match between members of the Australian 
ntal jation and the British Medical Association took 
Gane in October. It resulted in a victory for the Australian 


Dental Association, who thus regained the Phillips Cup, 
which had been held by the British Medical Association. 


Secretary. 


After forty years of loyal service; during which time she 
had seen the membership grow from 280 to over 1200, Mrs. 
Myra Spooner signified in Fe' her wish to retire from 
office as Secretary to the Branch. Her resignation was 
accepted by the Council with profonnd regret. Her position 
at British Medical Association eadquarters was unique, 
and it is hard to express the debt of gratitude she has 

earned from generations of office-bearers of the Association. 
We wish her good health to enjoy her unaccustomed Ieisure 
and many happy and peaceful years of retirement. 

On April 12, Mr. Claude Charles Jenkins was appointed 
to the vacant position of Secretary’ to the Branch. With 
years of experience of Regional Hospital administration in 
England behind him, Mr. Jenkins was already acquainted 
with medical men and their habits and lost no time in 
becoming familiar with the many. ramifications of British 
Medical Association activities. He has settled in well, and 
his unfailing cheerfulness and diminutive pipe are already 
eee atmosphere to the Secretary’s Office in the new 

ng 
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Special thanks are due to the Assistant Secretary, Miss 
Joy Finch, who organized the move from Wickham Terrace 
to Kelvin Grove, and then acted most efficiently as Secretary 
for three months before Mr. Jenkins’s appointment, covering 
the difficult period uf settling-in to the new office. 


Conclusion. 


It has been an eventful year for the medical profession 
in Queensland. Domestic changes within the Association, 
described elsewhere in this report, included Mrs. Spooner’s 
retirement, the appointment of Mr. C. C. Jenkins as Secre- 
tary, the sale of the Wickham Terrace property and the 
transfer of British Medical Association House to splendid 


_ quarters in Kelvin Grove. Queensland generally has enjoyed 


prosperous conditions with little unemployment despite a 
rapid growth of population. Private practice has expanded 
with the growth of voluntary insurance, and the available 
medical opportunities have more than ‘kept pace with the 
output of new graduates and the arrival of doctors from 
other States and from overseas. Finally, in Brisbane the- 
completion or near-completion of the South Brisbane Mater 
Misericordie Mothers’, the Mount Olivet and St. Andrew’s 
Hospitals, the Chermside Sanatorium and the Medical Bene- 
fits Fund Building not only have changed the skyline but 
have emphasized the increasing importance and cost of 
medical services. 

There has been, also, a new sense of community within 
the ranks of the profession itself. More doctors are running 
their practices as groups; fewer work alone. There are 
moves for better integration within the Association, plans 


for convocations and requests—which must be met in 


” future—for Council members to visit Country Associations. 


The profession rallied as a whole to the challenge of the 
new Regulations under the Workers’ Compensation Act, and 
in happier mood to cooperate with the State-wide Salk 
immunization campaign. With all this there has been a 
growing awareness that the British Medical Association— 
representing the vast majority of the medical profession— 
must have as one of its purposes, not only the promotion of 
the medical sciences and the honour and interests of its own 
members, but also a concern for the health of the population 
at large. 

In conclusion I should like to express my personal thanks 
to the Honorary Secretary, Dr. W. D. Friend, who has 
carried a heavy burden of work this year with unfailing 
cheerfulness; to Dr. Alan Lee and Dr. John Wagner, on 
whom I have leaned heavily for support; to all the members 
of Council, who have given ungrudgingly of their time and 
talents at our midnight sittings and on subcommittees 
without number; and to Mrs. Spooner, Mr. Jenkins, 
Finch and the other members of the office staff, who have 


QUEENSLAND BRANCH OF THE BRITISH MEDICAL ASSOCIATION. 
(ENCORPORATED.) 
Revenue Account for Twelve Months ended June 30, 1957. 


EXPENDITURE. 
sane 30. 
Expenses 5,473 15 11 
277 7° 4 


Library Expenditure 


» Depreciation of Equipment .. 68 2 0 abies oe 
» Provision for Staff 
annuation 120 0 0 
» Federal Council— 
Capitation . 1,465 11 6 
» Post-Graduate Grant... 400 6 0 
» Property BExpenses—W ickham 
Terrace perty, 
Street House and British 
Medical Association 
Herston 49011 3 
Less—Rents Received . .. 802 18 4 
687 12 11 
» , Net Surplus for Year. 
Transferred to Accumulation 
Account m 1,169 4 0 


£9,656 13 8 


INCOME, 
1957—June 30. 

By Branch 


Fund— 

Subscriptions 8,589 11 0 
Portion of Journal Subscrip- / 
tions— 


invested in 
ical Publish. 


Med 
Company By 
ney, 
bentures 


and Organization 


” 


609 15 0 

9,199 6 0 
» -Interest— 

Australasian Medical 


Debentures and 
held 130 3 3 . 
F. & A. Morton—Loan on eit 
5210 0 
182 13 3 
» Genera 
Clerical Assist- 
ance and Sundries .._.. 223 9 4 
ors’ Fees—Yorkshire 
Insurance Company 
Limited 50 0 0 
Sale of Diet Sheets 1541 


£9,656 13 8 


= 
Company Limited 


anes 
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QUEENSLAND BRANCH OF THE BRITISH MEDICAL ASSOCIATION. 
CINCORPORATED.) 
Balance Sheet as at June 30, 1957, 
Frixep LiaBiir Fixep ASSspETs: 
Loans from lie Medical - At Cost, less Depreciation (ex- 
Land Investment mone Ompany - cept Herston Property, which 
imited—Interest- 4,650 0 0 is valued at cost). 
‘At 3% per Land and Buildings— 
7,551 15 0 Herston Pro- 
Current LIABILITIES: . perty 29,582 1 2 
B Scottish & Australian Wickham er- 
Ltd. (secured by Mort- — race Property 2,205 0 0 
on Herston Property) 11,866 8 4 Bartley Street 
Prov Diba for Long-Servi 200 0 0 Vacant Land 2,028 8 1 
Provision for Income 40 0 0 33,765 9 3 
Accrued Interest .. 8419 0 Typewriters, Book-Cases, Bal- 
for Remittance to— opticon and Furniture 864 2 1 
British Medical As- . Gestetner Duplica 159 0 0 
London 63 15 4 Floor Coverings aud ‘Houssnold 
Australasian Medi- Equipment 299 2 9 
ed., Wire Recorder .. .. .. 2613 6 
Worla Paarl As- se - Motor Mower and Garden “Tools 68 9 5 
sociation te to 10 0 Bancroft Medals and Colla: 414 6 
98 15 4 Library—at valuation . .. .. 150 0 0 
12,290 2 8 —————_ 35,412 1 0 
ASSOCIATION FUNDS: INVESTMEN 
Accumulation Fund— Queensland. Medical Land In- ~ 
Balance at July yestment Company Limited— 
Ada 23,864 3 7 £1 each paid to 
rplus for - each—. 
ear r British Medical “agency of 
evenue Queensland Proprieta A 
urplu 
Sale x of gon Australasian Medical Publishing 4 
ley “street Pro- . Company, Limited, Sydney— 
perty .. .. 807619 3 5% Series “C” 
$87,610 6 10 Debentures — 
Sinking Fund (Building )— at cost 50 0 0 
Commonwealth 5% Series ~ “D” 
Savings Bank .. 34 7 0 ‘ Debentures — ‘ 
ve eries “ ” 
182 2 6 Debentures — 
Superannuation Fund . .. .. 1,48013 0 at cost .. .. 8,900 0 0 
29, 278 2 4 64% 
; Debentures — 
at cost .. .. 6500 00 
Advance not yet 
converted 
Series “E” De- 
bentures ... 65 19 6 
4,520 19 _6 
8,495 19 6 
URRENT ASSETS: 
British Medical Agency of 
Queensland Proprietary 
Ca: 719 6 
Deposits on Electricity and Gas 
LOAN ON MortTGAGE—re Sale of 
House ,Property .. .. «+ «- 2,920 0 0 
FunNpD INVESTMENTS : 
Sinking Fund (Building )— 
Commonwealth Savings Bask, 
Brisbane $4 7 0 
Su rannuation Fun 
‘ommonwealth Bavings 
1,515 0 
£49,115 0 0 £49,115 0 0 


Auditors’ Report. 

We have compared the above Balance Sheet with the books, accounts and vouchers of the Queensland Branch of the British 
Medical Association (Incorporated), and have obtained all the information and explanations we have required. 

In our opinion, the Balance Sheet is properly drawn up to exhibit a true and correct view of the state of the Association’s 
affairs as at June 30, 1957, aeeding to the best of our information and explanations given to us, and as shown by the 
of the Associati 

e Register of _ Members and other records which the Company is required to keep by the Companies Acts of 1931-1955, 
or ng its Articles, have, in our gst been properly kept. 
hartered J. G. WAGNER, 
Auditors. Honorary Treasurer. 


Brisbane, 
August 15, 1957. 
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Statement of Receipts and Payments for Twelve Months ended June. $0, 1087. 


QUEENSLAND BRANCH OF THE. BRITISH MEDICAL ASSOCIATION. 


RECEIPTS. 


1957—June 80. 
To Subscriptions— 
Queensland Branch Sub- 


ons 
Fund, Queens- 
and Branch 
For remittance to British 
Me 
0) 


n 
For remittance re Medical 
Medical Students’ “Loan 
World Medicai Association 

General— 

Building Fund— 
Subscri 


Pub- 
lishing Company Limited— 


Interest 


on 
Funds 


Interest 
Debentures - 126 0 6 


—F. Mort 
Directors’ 
Insurance Co, Ltd. 
Diet Sheets and 
Deposit 3 Refunded—Brisbane 
Medical 
Land Investment Com- 
pany Limited .. oes 
F. Morton—Account “Sale 
Bartley Street Property . 
— Scottish & Australian 
nk Limited, 


Less Cash on “Hand at ‘Sune 
30, 1957 


6,687 12 1 
2,061 18 11 


1,999 12 1 
1,262 5 0 
112 19 0 


8216 6 
12,047 38 7 


14715 6 


402 18 4 


223 9 4 


130 3 
52 10 
50 0 
1 6 
1 0 


or & 


2,901 15 
1,580 0 


6,490 16 6 


11,746 8 4 


719 6 
11,788 8 10 


£29,276 8 11 


PAYMENTS. 
£ 8. 
By wn 
By ice 
ree 30, 195 6,578 17 


” 


Less Cash on i at June 


1967_—June 30. 


Amounts Remitted on Account 
of Subscriptions Collected 


to— 
British Medical Association, 
Australasian Pub- 
lishing Com Limited 
Sydney — Pu lication of 
plied t chase 
‘0 ap pur 


of Series 
Medical Students’ Loan 


World Medical Association 
ederal Council — Capitation 


F 
Fee (1956) .. .. 
Branch 


Travelling Expenses 
Interest on Bank Overdraft 
Bank Charges, nae p Duty, 


ffice Equipment 
Lighting and Fuel 
a. ixpenses 
Removal Hxpenses 


Wickham Terrace Property 
Expenses— 
Rates to June 30, 1957 . 
tate 
and 
Insurance 


Bartley Street House 


Property— 
Rates to March ae 
State Land Tax os 


BM.A. House, Herston, 
Expenses— 

Cleaning and Gardening ee 
Land Tax” 
Bartley Street Vacant Land 


Land Tax ro 
Alterations and _ Additions 
and Build 
ston 
re Sale Bartley 
eet Property 


Genera: 
Post-Graduate Gran’ 
Purchase po) Furniture and 
Equipmen 
Purchase Floor. Coverings 
and H 


911 


1,994 15 


652 11. 


609 15 
112 19 
82 16 


1 


aoc 


a 


175 18 


> 


6,871 7 10 


3,452 17 5 
1,466 11 6 


5,387 5 3 


611 14 6° 


1618 3 


831 13 2 


30 5 4 


9,253 17 3 
172 11 3 


1,482 7 2 


£29,276 8 11 


I 
| 
—, 
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Assistance and Hire of | 
Printing and Stationery .. 
A Postages and Duty Stamps 
ee Repairs to Furniture and 
” 
&g 0 
verdraft as at June 30, 
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” 
386 6 11 
300 12 8 
73 16 11 
70 16 8 
| 
Expenses— 
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6 8 
: 
400 0 0 
‘ 497 5 1 
rary mditure .. .. 
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smoothed my path in such an efficient and friendly manner. 
Lastly to my esteemed colleague, Dr. L. A. Little, I wish a 
Branc 


Fenix ARDEN, 
President. 


BaLANcE SHEET. 


The ‘palance sheet and financial statement for the year 
ended June 30, 1957, and the auditors’ report were presented 
by tp Honorary Treasurer, Dr. J. G. Wagner, and adopted. 


OFFICE-BEARERS AND COUNCILLORS. 


It was announced thatthe following members had been 
elected as office-bearers for 1957-1958: 

President: Dr. L. A. Little. o 

President-Blect: Dr. S.A. McDonnell. 

Past President: Dr. Felix Arden. 

Honorary Secretary: Dr. W. D. Friend. 

Councillors: Dr. B. N. Adsett, Dr. N. C. Davis, Dr. D. 
Gordon, Dr. H. W. Horn, Dr. A. E. Lee, Dr. I. G. 
McPhee, Dr. C. Roe. The following councillors, elected 
in 1956 for two years, continue in office: Dr. A. P. 
Crawford, Dr. D. R. L. Hart, Dr. D. C. Jackson, Dr. 
R. Miller, Dr. H. 8. Patterson, Dr. D. P. Sapsford, Dr. 
N. V. Youngman. 


Etuics COMMITTEE. 


The following members were reelected to the Ethics Com- 
mittee of the Branch for the ensuing year: Sir Alexander 
Murphy, Dr. B. L. W. Clarke, Dr. F. W. R. Lukin, Dr. L. J. J. 
Nye, Dr. J. J. Power, Dr. N. L. Sherwood, Dr. W. H. Steel. 


ELECTION OF AUDITORS. 


Messrs. R. G. Groom and Company, Limited, Chartered 
Accountants (Australia), were reelected auditors for the 
ensuing year. 


VoTEs oF THANKS. 


* Dr. S. A. McDonnell proposed a vote of thanks to the 


President, Dr. Felix Arden, for the very efficient way in 
which he had conducted the business of the Branch during 
the past year. This was passed unanimously. 

Votes of thanks were also passed to Mrs. Spooner, Mr. 
Jenkins and members of the staff for their efficient work 
during the year. 


ADJOURNMENT OF MEETING. 


The official business completed, the meeting was adjourned. 
It was continued as a ceremonial gathering in the evening, 
in the Main Hall of the University of Queensland, in the 
presence of the wives of councillors and members and a 
number of distinguished guests. 


Memoria ROL. 
After the President, Dr. Felix Arden, had welcomed the 
visitors, he called upon Dr. A. E. Lee, the Immediate Past 


President, to read the Memorial Roll of members of the 
Queensland Branch. 


PRESENTATION OF PRIZES. 


The following prizes, awarded to medical graduates of the 
University of Queensland for 1956, were presented: 

Memorial Prize of the Queensland Branch of the British 
Medical Association: Dr. J. F. McCaffrey. 


Harold Plant Memorial Prize: Dr. W. A. C. Douglas. 


PRESENTATION TO Mrs. Myra Spooner. 


The President then referred to the resignation of Mrs. 
Myra Spooner after 40 years’ service as Secretary of the 
Queensland Branch, and paid tribute to the loyal and efficient 
service she had rendered. On behalf of the Queensland 
Branch, in recognition of her services, Dr. Arden presented 
Mrs. Spooner with a sapphire and diamond brooch. 


Appress py Dr. ALLAN VICKERS. 


Dr. Allan Vickers, Medical Superintendent of the Royal 
Flying Doctor Service of Australia, gave an address on the 
history and evolution of the Royal Flying Doctor Service 
(see page 130). 


Qxpvction OF PRESIDENT. 
The retiring President introduced the incoming President, 
Dr. L. A. Little, and vacated the chair in his favour. 
PRESIDENT’s ADDRESS. 


The incoming President, Dr. L. A. Little, delivered his 
president’s address (see page 129). 


Dut of the Past. 


In this column will be published from time to time 


‘extracts, taken from medical journals, newspapers, official 


and historical records, diaries and so on, dealing with events 
connected with the early. medical history of Australia. 


DOCTORS’ CLAIMS FIRST. 


[From the Australasiun Medical Gazette, December, 1889.] 


MEDICAL MEN in general probably are not aware that in 
France, at least, the doctor’s claim on the estate of a 
deceased person has precedence of all others. Even the 
landlord’s claim for arrears of rent must yield to the doctor’s 
fee. The courts of Rouen, Poitiers and Seine have alike 
decided that, as it is an imperative right of humanity that 
the dying should have the necessary care and treatment, 


such attendance should be paid for before all other debts. 


Correspondence, 


THE PATIENT, THE SURGEON AND THE 
ANASSTHETIST. 


Sir: The issues raised by Mr. Susman’s letter (M. J. 
AUSTRALIA, December 28, 1957) are substantial; one fears 
that they are not to be resolved by anesthetists as readily 
as the letter suggests. The anzsthetist does have legal and 
moral responsibility as well as his own experience and 
clinical judgement; none of these ought to be expropriated 
by the surgeon. Indeed, the latter now appears to be 
emancipated from medico-legal responsibility for his 
specialist angesthetist’s acts? and this surely means that 
anesthetic responsibility rests upon the anesthetist alone. 
How far does this field extend? 


It certainly covers deaths occurring during the anesthesia, 
and if a surgeon feels otherwise about it, why does he not 
insist upon himself assuming responsibility with the 
coroner? From this legal angle alone it would appear that 
the anesthetist must be prepared to justify the giving of 
the anesthetic in the circumstances; if it has been given 
against his judgement, or even by direction of the surgeon, 
he seems to be in no position to do this. : 


From the nature of their work, anesthetists tend to 
accumulate what might be termed acute experience far more 
rapidly than surgeons of equivalent standing; the number 
of cases involved might well be six times as great over any 
given period of time. There can be no presumption that the 
surgeon will know the risks better when short-term prog- 
nosis is being assessed; it is not my experience that a sick 
patient usually realizes his danger or has it pointed out to 
him, and the possibility of death under the anesthetic often 
seems to be clearest of all to the anesthetist and much less 
clear to others. 


Surely much weight must be attached to the opinion of a 
trained and experienced surgeon; but why should it be 
made paramount and another trained and experienced 
opinion called impertinent? There are others, as well as 
the surgeon, to share both responsibility and consequences. 
Any moral right of the surgeon to bind other parties to his 
will would be hard to establish; but most people still accept 
@ moral principle that one shall not kill—and no surgeon, 
Royal College, faculty or section can give anyone the right 
to direct somebody else to carry out a procedure which the 
latter believes will be fatal. 


1From the criginal in the Mitchell Library, Sydney. 
Lancet, 1942, 1: 658, quoting Australian Law Journal. 
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But is there any general refusal py anesthetists to 
administer anesthetics to “poor risks”, or any common dread 
of coroners or of accepting responsibility? Not so, the 
general experience has rather been one of agreement and 
acceptance of treatment and risks; but it has also been one 
of teamwork, mutual respect and belief by all the medical 
attendants that the best was being done for the patient; the 
advisers have functioned as colleagues in fact as well as in 
name. Not even the captain of a medical team should 
stand forth from it to expect deliverance from trouble by 

- recourse to principles reminiscent of the divine right of kings. 


Yours, etc., 
Rosert B. Speirs. 


January 13, 1958. 


Sir: Dr. M. P. Susman’s letter (M. J. AustraLia, December 
28, 1957) regarding the patient, the surgeon and the anzs- 
thetist, opens up a field which it is felt urgently needs even 
wider consideration, not only by the bodies mentioned— 
namely, the Royal Colleges of Surgeons with their associated 
faculties of anesthetists and the British Medical Associa- 
tion—but also from the medico-dental and medico-dento- 
legal aspects. 

It is well recognized in these days of modern anesthesia 
and modern anesthetic techniques that surgical operations 
in the mouth, ranging from the simple extraction of teeth to 
the most advanced oral surgery procedures, can be per- 
formed with minimum risk to the patient and with maximum 
assistance to the operator, but unfortunately such anes- 
thetic procedures are not available to the great majority of 
dental surgeons practising in country towns. 
problems of these practitioners that this letter is directed. 


Endotracheal or even naso-pharyngeal anesthesia with 
adequate throat packing are no longer to be regarded as 
ultra-modern procedures, neither is intubation a manceuvre 
demanding excessively highly specialized training, nor is 
the equipment necessary beyond the range of any country 
practitioner or hospital; but unfortunately all over the 
country dental surgeons are being forced to operate under 
antiquated and even dangerous methods of general anzs- 
thesia, simply because this is the only type of anesthesia 
that the medical practitioner of that particular town is 
prepared to provide. 

What, then, is the dental surgeon’s position in such cases? 
Is he to cast aside all. the principles of his training and 
approved modern methods and consent to operate under what 
he knows to be inadequate and dangerous conditions? Or 
should not he be in the position to demand the safety to 
which he knows his patient is entitled? 


A further complication is often one of personalities, in 
that very often a young modern dental graduate is forced 
to contend with the antiquated anesthetic views of an older 
and highly respected medical practitioner in that particular 
community. 


Should the question then of the patient, the surgeon and 
the anesthetist come under discussion, it is suggested that 
the following points regarding these medico-dental problems 
be considered: (i) That all general anesthetics for dental 
operations be carried out in hospital where there are 
adequate facilities for the management of all complications. 
(ii) That the dental surgeon be supported to the fullest 
extent in his requests for endotracheal or _naso-pharyngeal 
anesthesia for all operations in the mouth. 
responsibility of the dental surgeon be defined in cases 
where the local medical practitioner refuses to adopt modern 
anesthetic methods. (iv) That no support be given to the 
argument that antiquated and unsafe anesthetic procedures 
be condoned simply because they are those generally carried 
out elsewhere under the same conditions. (v) That the 
ethical position of the dental surgeon be defined in cases 
where one or more medical practitioners in his town are 
prepared to give endotracheal anesthesia, but the patient’s 
own. medical practitioner is unwilling or incapable of 
carrying out this procedure, but still insists on administering 
the anesthetic. (vi) That the position of the dental surgeon 
be defined in the case of anesthetic emergencies. The 
popularity and success of cardiac in these cases is 


massage 
now well established, but what is the position if the operator 


is a dental surgeon? 


Recently the Queensland Branch of the Australian Dental 
Association formally withdrew all support and insurance 
protection in cases where a dental surgeon acts in the. dual 
role of anzsthetist-operator; perhaps some similar decision 
on the part of the British Medical Association with respect 


to the administration of “open ether”, or some similar pro- 


It is to the. 


(iii) That the 


cedure, for operations in the mouth might help considerably 
in the termination of the archaic and dangerous anesthetic 
methods that are still employed in many of our country 
towns. 
Yours, etc., 
A.M.P. Building, CHRISTENSEN. 
Edward Street, 


Brisbane. 
January 9, 1958. 


THE GOVERNMENT AND CANCER RESEARCH. 


Sm: It is true that the Government of New South Wales 
did at one stage seem to be concerned genuinely with this 
problem. -Dr. K. W. Starr in his letter on “Supervoltage 
Radiotherapy” (January 11, 1958) praises them and mentions 
their part in cancer research. However, he makes one 
notable omission—namely, the Government’s perpetration 
of the “Dorchester House Affair”. There was nothing praise- 
worthy in this “Affair’, in which the Government allowed 
cancer research to be involved with political manceuvring, 
and in which principles were discarded for expediency. As 
a result the Government’s genuineness of interest and 
honesty of purpose with regard to cancer research must be 
forever suspect. 


133 Macquarie Street, 
Sydney, 
January 14, 1958. 


Yours, etc., 
C. H. WickHamM LAWES. 


DUTCH MEDICAL PRACTITIONERS IN INDONESIA. 


Sir: Recently we read in .the newspapers of the grave 
peril to the Dutch who have been brave enough to stay on 
in Indonesia. Amongst these Dutch are some medical prac- 
titioners. Recently I have noticed various statements by 
eminent politicians and medical advisers that they were 
endeavouring to reduce the shortage of medical practitioners 
in Australia by importing English graduates from the United 
Kingdom, and, in some of the advertisements, have promised: 
these men extremely attractive offers, such as fares paid, 
post-graduate study leave, etc. 


Would it not be beyond bonds of human fellowship to offer 
to our fellow medical practitioners in Indonesia, who have 
suddenly found themselves not only deprived of their 
incomes, but deprived of their work and in all cases in 
danger of their lives, a place in our community as acting 
practising medical practitioners?~- 

In the far north of this country there is still need for 
doctors, and here presents good opportunity to obtain men 
who are used to tropical conditions and who are willing to 
live in tropical conditions, and who, I should think, would 
only be too ready to accept positions offered to them so that 
their families may be protected and allowed to grow up in 
freedom, without want and fear. 


Yours, etc., 
Townsville, N. Scorr-Youne. 
North Queensland, 
December 13, 1957. 
Post-Oraduate Tork. 


THE ROYAL NORTH SHORE HOSPITAL OF SYDNEY. 


‘Monthly Surgical Seminars. 


From February, 1958, surgical seminars will be held at the 
Royal North Shore Hospital in the Students’ Tutorial Room 
at 4.15 p.m. on the second Monday of each month. The 
programme for the first five meetings will be as follows: 


February 10: Chairman, Professor John lLoewenthal. 
“Mechanism of Gastric Emptying”, Mr. G. W. Milton, Senior 
Lecturer in Surgery, University of Sydney. “The Dumping 
Syndrome”, Mr. V. J. Kinsella, St. Vincent’s Hospital. 
March 10: “The Treatment of Breast Cancer”, Mr. R. I. 
Mitchell, Royal North Shore Hospital, Mr. V. H. Cumberland, 
Royal North Shore Hospital, Mr. L. Atkinson, St. Vincent’s 
Hospitai. April 14: “Intestinal Obstruction”, Chairman, 
Professor John Loewenthal, Mr. J. P. Halliday, Lecturer in 


Surgery, University of Sydney, Mr. J. Smyth, Royal New- 
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castle Hospital, Mr. K. Fagan, Royal North Shore Hospital. 
May 12: “Road Accidents”, Mr. Douglas Miller, St. Vincent’s 
Hospital, Mr. J. C. Fitzherbert, Wollongong District Hos- 


pital, Mr. Laurence Macdonald, Royal North Shore Hospital. 


June 9: “Pancreatitis”, Dr. E. S. Finckh, Senior Lecturer in 
Pathology, University of Sydney, Dr. B. Billington, Sydney 
Hospital, Mr. T. F. Rose, Royal North Shore Hospital. 

—, members of the medical profession are invited to 
ai 


Paval, @pilitary and Git force. 


APPOINTMENTS. 


Tue following appointments, changes etc. appear in the 
ee of Australia Gazette, No. 2, of January 9, 
NAVAL Forces OF THE COMMONWEALTH. 
Citizen Naval Forces of the Commonwealth. 


‘Royal Australian Naval Volunteer Reserve. 


Resignation.—The resignation of Rex Vivian Blaubaum of . 


his appointment as Surgeon Lieutenant-Commander is 
accepted, dated 24th September, 1957. 


AUSTRALIAN Minitary ForcEs. 
Australian Regular Army. 
Royal Australian Army Medical Corps (Medical). 
The notification respecting 3/40054 Captain J. H. Cater, 
which appeared in Executive Minute No. 120 of 1957, 
promulgated in Commonwealth Gazette No. 63, of 1957, is 
withdrawn. 
Citizen Military Forces. 
Northern Command. 
Royal Australian Army Medical Corps (Medical).—To be 
Major, 20th November, 1957: 1/61808 Captain (Temporary 
Major) R. H. Orr. 


Eastern Command. 


Royal Australian Army Medical Corps (Medical).—2/127883 
Major J. T. Dunn is transferred to the Reserve of Officers 
(Royal Australian Army Medical Corps (Medical)) (Eastern 
Command), 7th November, 1957. 


Southern Command. 

Royal Australian Army Medical Corps (Medical).—3/50266 
Captain F. P. Callaghan is appointed from the Reserve of 
Officers, 31st October, 1957. 3/55498 Captain (provisionally) 
J. L. Blunt relinquishes the provisional rank of Captain, 29th 
September, 1957, is transferred to the Reserve of Officers 
(Royal Australian Army Medical Corps (Medical)) (Southern 
Command), and is granted the honorary rank of Captain, 
30th September, 1957. 


Central Commamd. 

Royal Australian Army Medical Corps (Medical).—The 
provisional rank of F4/1171 Captain R. L. Dow is confirmed. 
4/32084 Captain (provisionally) F. S. Smith relinquishes the 
provisional rank of Captain, 27th September, 1957, is trans- 
ferred to the Reserve of Officers (Royal Australian Army 
Medical Corps (Medical)) (Central Command), and is 
granted the honorary rank of Captain, 28th September, 1957. 
4/31927 Captain S. C. Milazzo ceases to be seconded whilst 
in the United Kingdom, and is transferred to the Reserve of 
Officers (Royal Australian Army Medical Corps (Medical)) 
(Central Command), 16th October, 1957. 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps (Medical). 

Eastern Command.—Honorary Captain C. S. Graham is 
retired, 31st December, 1957. 

Southern Command.—To be Honorary Captains: Arthur 
William Stapleton, 10th September, 1957, John Donaldson 
Callander, 13th October, 1957, and Alan Ashley Large, 21st 
October, 1957. 

The following officers are placed upon the Retired List 
with permission to retain their rank and wear the prescribed 
uniform, 31st December, 1957: 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JANUARY 4, 1958." 


Ne Australian 
Disease. South Victoria.* | Queensland. South Western Tasmania. Northern Capital Australia.* 
Wales. Australia. Australia. Territory. Territory. 

Acute Rheumatism .. 6(1) 6 

Bilharziasis 

Brucellosis 

lera as 

Dysentery (Bacillary’ 

‘Encephalitis .. 11 1 

_Homol Serum Jaundice 
i107) 6 303) 
“Meningococcal Infection ‘ia ; 
~Ornithosis 

Paratyphoid 1 
Scarlet Fever . » 3 3(1) 2) 1 1 1 11 
“Tetanus. . 3 1 1 
us (Flea- 


+ Figures in parentheses are those for the metropolitan area. 
* Figures not available. : 
* Figures incomplete owing to absence of returns from Victoria. 
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Eastern _F. N. Chenhall 

and Lieutenant W. J. Graham. 
Southern Command—Major Francis, M.B.E., 


Corrigendum. = 


In the “Current Comment” entitled 
cedema” in the issue of January 18, 1958, page 82, the word 
“intravenously” at the end of line 4 should be “sub- 
cutaneously”. The related sentence will then read: “...a 
page a is injected subcutaneously near the extremity 
a 


Lymph- 


Rotice. 


~ BRITISH MEDICAL ASSOCIATION, VICTORIAN 
- BRANCH. 


j Annual Church Services. 
On Sunday. February 9, 1958, the ninth annual 


special 
services for the medical profession will be held at St. Paul’s — 


Cathedral and St. Patrick’s Cathedral, Melbourne, at 11 a.m. 


The preacher at St. Paul’s Cathedral will be the Right 
Reverend J. D. McKie, M.A., Bishop of Geelong, and the 
preacher at St. Patrick’s Cathedral will- be the Reverend 
Brian Burke, of St. Mary’s Church, Hampton. Members 
will enter the cathedrals in procession, and are asked to 
assemble in the precincts 15 minutes before the commence- 
ment of the _ services. Members attending St. Paul’s 
Cathedral ‘are asked to assemble in the Chapter House on 
the second floor of the Cathedral Buildings, entering the 
buildings from the Cathedral Close. It is desired that 
‘academic dress be worn, but this is not essential. All mem- 
bers (whether or not they are wearing academic dress) are 
asked to join the processions and sit together in a group. 
The Branch Council invites medical students to the services, 


and also to join the processions. penerete seating will be 


reserved for members’ families. 


Unclaimed Property. 
Tue following letter has been forwarded by Messrs. 
Huddart Parker Limited to the Victorian Branch of the 
British — Association. It may interest someone among 


our 
Dalgety & Co. Ltd., 
15-17 William Street, 


Perth, 
Mansen: Huddart Parker Limited, 8th January, 1958. 


Melbourne. 
Dear Sirs, 
“Westralia” Voy 85A. 
A package of f Cardiograph bees found at Fremantle Wharf 
Quring- this discharge asd was handed to the Fre- 


mantle Wharf police. The package came from No. 3 hatch 
and consists of a green leather zipper.case with the figure 4 
stencilled in white paint on the front, and the back of the 
ease is torn. It measures approximately 12” x 8” x 2” and 
is wrapped in a piece of white sheeting. 


Would ports please advise if they can assist in the disposal 
of this package. 


Yours faithfully, 
Dateery & Co. Lap. 


Mominations anv Elections. 


Tue undermentioned have applied for election as snowshoes 


of the New South Wales Branch of the British Medical - 


; Association: 

Harrison, John Anthony, M.B., BS., 1966 (Univ. Sydney), 
Mater Misericordie Hospital, Crow’s Nest, New 
South Wales. . 

George, Rena, M.B., B.S., 1957 ges Be ged 32 Venetia 
Street, Sylvania, New South W: 

Thomas, Ernest Morris, M.B., B.S., sage “Univ. London), 
150 High Street, Wauchope, New South Wales. 

Simkovics, Gusztav, M.D., 1939 (Univ. Debrecen), regis- 
tered in accordance with the. provisions of Section 


New 


17. (ic) of the Medical Practitioners Act, 1938-1957, 
107 South 
Wales. 


Willoughby Road, Crow’s Nest, 


ALL articles su 
with double or 


‘wings 
. are invited to seek the advice of 


MEDICAL USTRALIA, The 
Street, Glebe, New South Wales. 


The following death has been eidienedlli 
Prype— Alan Pryde, on 1, 1968, at Launceston, 
Tasmania. 
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A 


- 


Fes. 4:.—New South Wales Branch, B.M.A.: Organization and 
Science Committee, 
Fes. 5.—Western Australian Branch, B.M.A.: Branch Council. 
Es. — Branch, B.M.A.: Branch Council 
Fes. 7. eensland Bran B.M.A.: 


11 ‘ew South Branch, B.M.A.: 
Finance Comm 


Medical Appointments: 


PRACTITIONERS requested not to 2, apply for 
appointment mentioned balou without having first communica 
with the of the Branch concerned, or 
with the Medical tary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


in 
tion of 


: New. South Wales Branch (Medical Secretary, 135 Macquarie 
practice 


New Sou Bout Wales. AD 


(Hono: Secretary, 88 
Terrace, Kelvin Grove, Brisbane, W.I): "All ai lican or 
State Government Insurance tions 
advised to communicate with the Honorary 
of. the Branch before 
South Australian Branch (Hono 
“appointments 


in South Australia. 2 All contract 


Editorial Motices. 


ibmitted for in this should 


sent.. Authors requested to avoid suse of 
abbreviations and not to underline either words or phrases. 


References to actiies and books should be carefull: 
In a reference the following ge og should 
surname of author, initialsof author, 
name of journal, volume, number o 
The abbreviations weed for the titles 0 f journals. are 
adopted by the Quarterly Cumulative index Medicus. If a . 
reference is made t “with tear on 
original journal wi 
abstract ‘has appestfed, should be given with full date in each 


sate submitting illustrations are asked, if er to 

le the originals (not ies line 
negatives of 


otomicrographs. Authors who not accustomed 
or. photogra rag ts for reproduction 


articl 
be offered to THE MupicaL J 
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for publication are understood to 

URNAL OF AUSTRALIA alone, unless 

Members.and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
So Wales, without delay, of in the 

very cannot accept any 
: responsi out of non-receipt 
of jo received within one 

month. : 

SuBScRIPTION.. Ratus.—Medical students and others not 
receiving THs JouRNAaL oF AvsTRALIA in virtue of 
peepee of the Branches of the British Medical Association 
in A ja can become subscribers to the Journal by applying - 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 

‘ and are renewable on December 31. The rate is £5 per annum 
: per annum within America and foreign countries, 
‘ payable in advance. : 


